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Frontispiece, 8 Colored Plates, 159 Text 
Figures, 424 Pages. Cloth, $7.50, Postpaid. 


The main purpose of this book is to give an account of kidney disease from the view-point of a 
Physician and surgeon in close collaboration. Co-operation between physician and surgeon in all 
branches of clinical medicine is closer today than it has ever been. The authors have therefore 
done their best to forge and strengthen this link in their account of diseases of the kidney, and so 
considerable space has been given to the introductory chapters, which include subjects of common 
interest, namely, disorders of micturition, changes in the urine, oedema, the relation of kidney to 
vascular disease, uraemia and changes in the retina in kidney disease. 
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BARD-PARKER 
RENEWABLE EDGE 


SCISSORS 


(Stainless Steel) 
REQUIRE NO 
REGRINDING 


A NEW application of a very fa- 
miliar principle is responsible 


for this revolutionary improvement 


in surgical scissors. The cutting edges 


of Bard-Parker scissors are casily 


replaced with new keen edges elim- 


inating costly and unsatisfactory re- 


grinding. New edges are uniformly | 


sharp assuring perfect cutting per- 


formance. 


Since there is no grinding wear on 
the shanks, Bard-Parker scis- 


sors far outlast ordinary scis- 


sors, effectively cutting down 


Above: 6%" Dissecting, straight, replacements. The original 
stainless steel—$4.75. 

Right: Renewable edge partly re- cost of Bard-Parker sicinless 
moved from scissor shank, show- 


ing locking device. 


steel scissors is low. You will 


find them not only less ex- 


PRICES: Bard-Parker Renewable 
Edge Scissors, stainless steel— 
$4.25 to $5.25 according to size 
and pattern. Renewable edges, 
package of 3 pair—50 cents. 


pensive to buy but far more 
economical in upkeep as 
well, due to the renewable 


edge feature. 


= 


BARD-PARKER COMPANY, INc. 


369 LEXINGTON AVE., NEW YORK, N.Y. 
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It is a characteristic of syphilis that 
many years may elapse between its sec- 
ondary stage and tertiary or quaternary 
manifestations. During this frequently 
prolonged interval, no symptoms of the 
infection may be apparent. * * * When 
its presence is disclosed by routine blood 
examination, or suspected in the presence 
of certain lesions, 


Vigorous Treatment Is Indicated 

No effort should be spared; no prod- 
uct is too good, when protection against 
the late manifestations of syphilis is the 
goal. Whenever quality in anti-syphilitic 
agents is considered, the products of the 
house of Searle should come to mind. 


Water-Soluble 
BISMUTH SODIUM TARTRATE 
Intramuscularly Administered in 
Aqueous Solution. 

Methyl-Free 
ARSPHENAMINE-NEOARSPHENAMINE- 
SULPHARSPHENAMINE 
Made under the Aqueous Hydrochloric Acid 
Process of Kober 


We would be glad to furnish you with details 
about our products. 


CHICAGO 


KANSAS CITY '- LOS ANGELES - SPOKANE 


Sutton’s 
Diseases of the Skin 


Eighth Edition. 1352 pages, 62x91, 
with 1290 illustrations in the text and 
11 color plates. Price, cloth, $12.00. 


For nearly two decades this book has 
served the Medical profession of the world. 
The volume is well-balanced, and evenly 

_ written. The clinical descriptions are com- 
plete, and the matter of differential diag- 
nosis is given careful attention. Sound and 
proven methods of treatment are suggested, 
and the prescriptions recommended are those 
which have stood the test of time. The 
collection of photomicrographs is one of the 
finest ever published. Sutton’s views on 
pathology are sound. The literary references 
are complete and up-to-date. More than 
1290 cuts are used, really an atlas of skin 
diseases in themselves. The eighth edition 
has been completely and thoroughly revised. 


Introduction 
to Dermatology 


575 pages, 542x814, with 183 illustra- 
tions. Price, cloth, $5.00. 


A new work, written expressly for the use 
of the general medical man and the student. 
Complete and comprehensive, compact and 
concise. All needless verbiage has been 
eliminated. As nearly a crystallized com- 
pendium of dermatological information as 
it is possible for a book to be. Clinical de- 
scriptions are complete and up-to-date. Par- 
ticular attention is given to the matter of 
differential diagnosis. The chapters on 
pathology represent the views of eminent 
modern authorities. Methods of treatment 
suggested and recommended are practical 
and trustworthy, and at the same time simple 
and easy to employ. [Illustrations portray 
typical examples of diseases which they repre- 
sent. 


By Richard L. Sutton, M.D., Sc.D., LL.D., 
F.R.S. (Edin.), Professor of Diseases of the 
Skin, University of Kansas School of Medi- 
cine; and Richard L. Sutton, Jr., A.M., M.D., 
Visiting Dermatologist to the Kansas City 
General Hospital. 


Send for copies of these books today. 


The C.V. Mosby Company 


Publishers 
3523 Pine Blvd. ST. LOUIS, U. S. A. 
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LIPPINCOTT BOOKS 


THE NEW 


PHYSIOLOGY 
ANA 


By Esther M. Greisheimer 


B.S. (in Education), M.A., Ph.D., M.D. 
Associate Professor of Physiology, the University of Minnesota, Minneapolis 


Sets a new standard through its careful factual planning, its 
pedagogical approach and its 358 unique illustrations, spe- 
cially made for this book. It sets forth graphically and 
simply the basic knowledge of physiology and anatomy nec- 
essary for safe and intelligent nursing care. Fundamental 
principles of education have been considered in the choice, 
sequence and presentation of material. 


The author has had fourteen years’ experience teaching 
medical and nursing students and advice regarding the 
teaching and proper correlation of these subjects from 
many of the most eminent teachers and nursing educators 
of the country. 


Positively ready for FALL CLASSES 
Tentative price: NOT OVER $3.00 


LIPPINCOTT BOOKS 
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#9 Mothers do not forget 
to give babies their feedings, 
though they easily might 
neglect to give them an added 


antirachitic agent. 


“If all the milk for infants could be satisfactorily 
irradiated, there would be few, or very mild cases of 


rickets.” Hess: Society Proceedings, Amer. Jr. Dis. 
Child. Vol. 41, No. 2, Feb., 1931. 


Build Your Baby Patients’ Resistance to Summer Troubles 
Through Their Food—IRRADIATED DRYCO 


PRESCRIBE 


DRYCO 


Made from superior quality milk from which part of the butterfat 
has been removed, irradiated by the ultraviolet ray, under license 
by the Wisconsin Alumni Research Foundation (U. S. Patent No. 
1,680,818) and then dried by the “Just” Roller Process. 


‘COUPON 
Send for samples and new booklet: 
“Irradiated Dryco” 

The Dry Milk Co., Dept. SM, 
205 East 42nd Street 
New York, N. Y. 


ALL DRYCO IN THE HANDS OF DRUGGISTS IS IRRADIATED 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 
for Use Exclusively 


Under Professional Direction 


MERTHIOLATE 


An organic mercurial germicide dis- 
tinctive for its combined germicidal 
value and tissue compatibility. Sup- 
plied in a variety of convenient forms. 


Prompt Attention Given to Physicians’ Inquiries 
Address Principal Offices and Laboratories, Indianapolis 
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CURD TENSION 


- AND INFANT FEEDING - 
EFFECT - UPON THE : ASSIMILATION OF 


PROTEINS 


cP most available and the most easily digest- 

ible form of protein for infants is the protein 

of milk. The protein of breast milk is more di- 
gestible than that of cow’s milk.” 


“In the light of our present knowledge, the chief 
cause of the difference in the digestibility of the 
protein of human milk and that of cow’s milk lies 
in the greater proportion of casein in cow’s milk.” 


“It is the formation of large curds which renders 
the casein of cow’s milk so much more difficult of 
digestion by the infant than that of human milk. 
If the formation of large casein curds in the stom- 
ach can be prevented, the casein of cow’s milk is 
easily digested.” * 


BREAST SIMILAC POWDERED cCOw’'s 
MILK MILK MILK 


In Simiac the large casein curds are not formed. 
The curds formed when the gastric enzymes act 
upon SIMILAC are small and flocculent, registering 
zero on the tensiometer, as shown in the illustra- 
tion, hence more easily digested. 


The finer the curd the greater the surface 
area. The greater the surface area the 
more exposed are the fats, carbohydrates, 
proteins and salts to the digestive enzymes. 
Result . . . a more complete utilization of 
the food elements. 


Morse and Talbott, Diseases of Nutrition and Infant Feed- 
ing, pgs. 214, 215. 


Samples and literature 
will be sent on receipt of 
C—Cow’s milk  S—Similae your prescription blank. 
Schematic drawing of the relative size of 
the curds of cow’s milk and Similac vom- SIMILAC—Made from fresh skim milk 


ited by six weeks old puppies after one- (casein modified) ; with added lactose, salts, 
half hour’s ingestion. milk fat and vegetable and cod liver oils. 


DIETETIC LABORATORIES. INC 
At 


COLUMBUS, O 
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The Stradivarius violin was made of the same material as any other 
violin, but into it was built a skill and an experience which 
deserved and won an outstanding reputation. 


The pharmaceutical products of the House of Wyeth contain the 
standard ingredients, but into them has been built a skill and an 
experience which have won for them an enviable reputation with 
the medical profession. 


This reputation warrants the physician's specifying “‘Wyeth's" when 
he prescribes U.S.P. and N.F. formulae—particularly Wyeth's 
Standardized Tinctures, because they are made by percolation 
from selected drugs and are standardized by chemical and 
biological test according to the latest approved methods. The final 
product—the tincture—is then assayed to conform to U.S.P. or 
N.F. standards. 


For over 70 years physicians have placed their faith in such 
Wyeth products as: 


TINCTURES AND ELIXIRS @® RECTAL, VAGINAL 

AND URETHRAL SUPPOSITORIES @ COMPRESSED 

TABLETS @ PALATABLE EFFERVESCENT SALTS 
COMPRESSED MEDICINAL LOZENGES 


JOHN WYETH & BROTHER, INC., PHILADELPHIA & MONTREAL 


New York City Portland, Ore. Chicago, III. 
Cincinnati, Ohio Saint Paul, Mino. Denver, Colo. 
Kansas City, Mo. Boston, Mass. New Orleans, La. 
Los Angeles, Cal. San Francisco, Cal. Atlanta, Ga. 


32 7 
“awe 
¢ 2 
me. . / ge fh 
) 
a’ 
1860 


SOUTHERN MEDICAL JOURNAL 


Our first 
announce- 
ment of 
S. M. A. 
N November, 1921, the 
S. M. A. Corporation an- 
nounced an epochal development in The 
Journal of the American Medical 
Association. 


This development was called S.M.A. 
and resembled breast milk so closely that 
about 95% of infants deprived of breast 
milk would do well on it. It was a 
departure particularly in its preparation of 
the fats, and it also was a departure be- 


cause it included enough cod liver oil 


to be antirachitic. 


In offering S.M.A. to the medical pro- 
fession, S.M.A. Corporation was the first 
company to recognize the importance 


of 
Preventive 
INFANT 
FEEDING 


What is §.M.A.? 


S.M.A. is a food for infants— 
derived from tuberculin tested \ 
cows’ milk, the fat of which is 
replaced by animal and vege- 
table fats including biologically 
tested cod liver oil; with the 
addition of milk sugar, potas- 
sium chloride and salts; alto- 
gether forming an antirachitic 
food. When diluted according 
to directions, it is essentially 
similar to human milk in per- 
centages of protein, fat, carbo- 
hydrates and ash, in chemical 
constants of the fat and in 


physical properties. 


of the antirachitic factor by including it 
in the fat, giving automatic protection. 
S.M.A. is still the only antirachitic breast 
milk adaptation. 


The excellent results produced by in- 
telligent feeding of S.M.A. created such a 
demand that its use is general all over 
the United States and in many foreign 
countries. 


More than 3 hundred million feedings of 
S. M. A. have been prescribed by physicians. 


S.M.A. Corporation 


4614 Prospect Avenue 
CLEVELAND, OHIO 


AMERICAN 
MEDICAL 
ASSN 


San Francisco, California 
437-9 Phelan Building 


Toronto, Ontario, Canada 
64 Gerrard Street, East 


July 1932 


cA TRIAL SUPPLY of S.M.A. with complete feeding suggestions will be sent 
to physicians upon request. Infant Record Sheets and weight charts will be in- 
cluded if you say so.— Attach this paragraph to prescription blank or letterhead. 


12-72 COPYRIGHT 1932, S.M.A, CORPORATION 
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ADOLESCENCE 


Petrolagar 
—harmless aid 

to bowel 

movement 


Petrolagar 
taken. 


1- in glass.. 


“Tablespoonful of Petrolagar 
with meals) 


» « » more may be taken night and morning. 
Dosage may be diminished as Habit 
Time is established. 
“The effects of constipation are likely to show 
directly on the skin in a greasy, muddy complexion 


and a flushed face.’’* 


*William Allen Pusey. “The Care of the 
Skin and Hair,’ D. Appleton & Co., 1927. 


Petrolagar is a palatable emulsion of 65% (by volume) 
pure mineral oil emulsified with agar-agar. 


Petrolagar 


Chi<ca ge, Us 
FREE SAMPLE SERVICE TO DOCTORS 


_| 
4 
fla... | 
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To cure and prevent 
MALARIA 

these must be 
ERADICATED 


GAMETES 
Sexual 
Parasites 


SCHIZONTS 
Asexual 
Parasites 


Tue great importance of Plasmochin 
in the treatment of malaria is evidenced by the publication of about 
500 reports in medical journals all over the world. Its high reputation 
is based upon its power to destroy the gametes (the transmitters of 
malaria through the mosquito) which are only slightly affected by 
quinine. When quinine is associated with Plasmochin the maximum 
destructive effect is also exerted upon the schizonts, the causative or- 
ganisms of the attacks. 


Chinoplasmin, a combination of Plasmochin with quinine, therefore 
produces complete eradication of all the malarial parasites. Thus it not 
only cures the disease but also prevents its transmission. 


HOW SUPPLIED: Chinoplasmin is supplied in tablets con- 
taining Plasmochin equivalent to 0.005 Gm. (1/12 grain) 
of the hydrochloride, with 0.15 Gm. (22 grains) quinine 
sulphate, in bottles of 100 tablets. 


CHINOPLASMIN DOSAGE: Adults, 6 
to 8 tablets daily—Children 1 to 5 years 
old, 1 or 2 tablets daily—Older children, 
3 or 4 tablets daily. Chinoplasmin is 
best given after meals. Treatment is 
continued for two to three weeks. 


In cases of idiosyncrasy to quinine, 
Plasmochin (plain) is employed. Sup- 
plied in tablets of 0.02 Gm. (1/3 
grain), bottles of 50. Dose for adults, 
3 tablets a day. 


RADEMARK 


Literature on request 


WINTHROP 


CHEMICAL COMPANY, INC. 


170 VARICK ST., NEW YORK, N. Y. 
208M 


July 1932 
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Tull response in 


ATISFACTORY results in the treatment of endocrine dysfunction is de- 
pendent upon the use of active, uniformly potent products. Squibb 
Amniotin and Follutein, like all other Squibb Glandular Products, are stand- 
atdized to assure full physiological response. They are characterized by a high 
degree of purity and are markedly free from inert substances. 


AMNIOTIN SQUIBB 


A highly purified, potent and stable 
solution of the estrus-inducing ovarian 
follicular hormone. Indicated in the treat- 
ment of the nervous symptoms accom- 
panying surgical or natural menopause, 
involutional psychosis and uncompli- 
cated cases of painful menstruation. Sup- 
plied in 5 cc. vials, each containing 100 
Allen-Doisy units for subcutaneous in- 
jection and in boxes of 6 and 12 pessaries 
(suppositories), 40 units per pessary, 
for vaginal administration. 


FOLLUTEIN SQUIBB 
A physiologically tested, highly purified 


solution of the anterior pituitary sex hor- 
mones. Indicated in the treatment of in- 
fantilism, amenorrhea, sterility, and in 
profuse functional bleeding. It stimu- 
lates the production of graafian follicles, 
induces ovulation, develops corpora 
lutea and secondary sex characteristics. 
Supplied in 5 cc. vials, each containing 
250 Zondek-Aschheim units. 


NOTE: AMNIOTIN is used when the ovaries are absent or will not respond to anterior pituitary 
sex hormones (Follutein). It relieves menopausal symptoms and sometimes corrects amenorrhea. 
FOLLUTEIN is used when the ovaries are present to stimulate them to normal function. 


For illustrated booklets describing the physiological and clinical 
application of Squibb Amniotin and Follutein, address Professional 
Service Department, E.R. Squibb & Sons, 745 Fifth Avenue, New York 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858, 
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MELLIN’S FOOD 4 level tablespoonfuls 
WATER (boiled, then cooled) 16 fluidounces 


HE above formula provides a means of 

for supplying the principal fuel utilized in 
the body for the production of heat and 

Summer energy and furnishes immediately available 


nutrition well suited to protect the proteins 
: of the body, to prevent rapid loss of weight, 
Diarrhea to resist the activity of putrefactive bacteria, 
and to favor a retention of fluids and salts 

in the body tissues. 

While the condition of the baby will 
guide the physician in regard to the amount 
and intervals of feeding, the usual custom is 
to give one to three ounces every hour or 

Potassium essen 

= may then be gradually strengthened by 

substituting one ounce of skimmed milk for 

one ounce of water until the amount of 

skimmed milk is equal to the quantity of 

‘ milk usually employed in normal conditions. 

pin ooant p< Finally the fat of the milk may be gradually 

in Ang Oe ries replaced, but as milk fat is likely to be 

in Diarrhea”, and in our _‘Aigested with much difficulty after an attack 

book, “Formulas for In- _ of diarrhea it is good judgment to continue 

fant Feeding”. This liter- +9 leave out the cream until the baby has 


ature will be sent to phy- 
sicians upon request. fully recovered. 


Mellin’s Food 
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These are the questions fearful patients are prone 


to ask when a sedative or hypnotic is indicated. . 


When you prescribe 
SEDORMID ‘Roche’ 


your answers may always be reassuring, for 


@ SEDORMID is a non-narcotic remedy. 


@ SEDORMID is very effective; yet not so powerful as the 
sleep-compelling hypnotics. 


@ SEDORMID is not dangerous; although very effective, 


its therapeutic margin is extremely wide. 


@ SEDORMID is vot habit-forming. It calms the nervous 


system but does not derange its balance. 


@ SEDORMIUD is not deleterious to heart function, be- 


cause its mild action does not disturb the 
vital centers; nor to the kidneys, because it breaks down before 
reaching the kidneys. 
@ SEDORMID is not a barbituric acid derivative. It is a 
carbamide and, because of its very low 
toxicity in contrast to its relatively high efficiency, it may well 
be considered as coming within the class of safe remedies. 


A trial supply sent to physicians on request. 


HOFFMANN-LA ROCHE, Ine... Nutley, New Jersey 
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Each season brings its own problems 
and the approach of hot weather re- 
minds the physicians that infant enter- 
ocolitis may soon be expected. 


For many years, Southern physicians 
have prescribed our Cultures in these 
cases with gratifying results. 


B. B. CULTURE and 
BACILLUS ACIDOPHILUS 
CULTURE (B. A. CULTURE) 
are readily available at our depository 
stores throughout the South. 


B. B. Culture Laboratory, Inc. 
Yonkers, New York 
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KEITH HOSPITAL 
For Reconstructive 


Surgery 


769 Seventh Avenue, New York City 


A PRIVATE HOSPITAL 
FOR PATIENTS REQUIRING 


PLASTIC AND 
COSMETIC SURGERY 


Upon Any Part of the Body 


For further information write 


KEITH KAHN, M.D., Surgical Director 
Medical Suite Hotel Taft, New York City 


The Oxford Retreat 


OXFORD, OHIO 
FOR 
Nervous 


and 
Mild Mental Cases 
R. HARVEY COOK 
Physician in Chief 


Write for Descriptive Circular 


DUKE HOSPITAL 
Durham, N. C. 


WARD PATIENTS. Duke University cannot give charity 
who incomes 


or free), through their family physicians, to 
Dispensary (Tel. Durham F-131) on the days and h 
below. The charge for examinations in the Duke Publ: 
pensary is $2, exclusive of X-rays and special tests, 
ward rate is $3 per day, if the patient can pay. Welf: 
assist in the payment f 


SCHEDULE OF THE = PUBLIC DISPENSARY. 
red at 3 - Medicine and 


Children’s. * Mondays, 
Wednesdays and Frida: Urology: Tuesdays and Fridays. 
Ear, Nose, Throat and Dentistry: Mondays and Thursdays. 

Eye and Syphilology: Thursdays. Asthma, Hay-Fever and 
pod Diseases: Tuesdays. Orthopedics: Mondays and Wednes- 


and Frida: 


PRIVATE PATIENTS. Patients who can pay the private 
time, through 


mitting office (Durham F-131). Appointments for private «- 
aminations and treatment may be made in advance by tele- 
phoning to members of the hospital staff, or to the private 
diagnostic clinic. 


{ 
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admission to the hospital wards (whether full pay, part pay 
is 
a 
= family physicians in consultation with any member of the hos- 
4; H Every effort is being made to cooperate with the medical 
ee: { profession, and patients are asked to return to the physicians 
ae who referred them to the hospital and public dispensary. 
Bt i This announcement of the methods of admission is made t 
} Po avoid misunderstanding, delay or unnecessary trips. 
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Beginning August 29, 1932. 
Miller and Dr. George G. 


pneumothorax); tuberculosis 


The Director, 


For further information, address 


Columbia University 
New York Post-Graduate The Tulane University of 


Medical School 


Intensive four weeks’ course in 


Pulmonary Tuberculosis 


Louisiana 


GRADUATE SCHOOL OF 


Fee $100 


Under the direction of Dr. James Alexander 


Ornstein 


Clinical instruction in the diagnosis and : . 
treatment of pulmonary tuberculosis in the Approved by the Council on Medical Educa- 
extensive wards of Metropolitan and Belle- tion of the A.M.A. 

vue Hospitals; particular attention bein 
given to cute type of tuber Post-graduate instruction offered in all branches 
physical diagnosis of the chest; the bacteri- 
ology and pathology of tuberculosis; the use gree have also been instituted. 
of the fluoroscope and the X-ray in the 
diagnosis; the complications of pulmonary 
tuberculosis; surgical treatment (including be obtained upon application to the 


of medicine. Courses leading to a higher de- 


A bulletin furnishing detailed information may 


in children; 


differential diagnosis; etc. DEAN 
The course is designed to serve the needs of 

general practitioners, internists, and physi- GRADUATE SCHOOL OF 
cians connected with sanatoria. MEDICINE 


1430 Tulane Avenue 


306 East 20th Street, New York City New Orleans, Louisiana 


University 
of 
Pennsyluania 


Graduate Schonl 
of Medicine 
The Medico-Chirurgical 
Callege 


Courses for Physicians 


Regular graduate medical courses of one, and under certain circumstances of two and three 
years’ duration, leading to appropriate certificates or graduate medica] degrees a the -y~ 4 


and conducted clinical and medica] science departments: - 
Gynecology- 


*Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 
In every course the ation quota is limited. All of the stated regular courses begin an- 
nually in mid-October except in the case of departments designated by the asterisks, wherein 
courses whenever vacancy exists in the quota. A ‘‘year’”’ 
cording to the department concerned. 
mental subjects) are also available as follows: Tuberculosis, Clinica] and Sociologic; Cardiology; 
Parasitology and Tropical Medicine; Clinical Gastroenterology; Allergy; Diabetes Mellitus; 
Electrotherapeutics; Intubation; Basal Metabolism; Clinical Dermatology; Neuroanatomy, 
Neurophysiology and Neuropathology; Neurootology; Clinical Psychiatry; Operative Surgery 
and Surgical Anatomy; Gynecology for the Genera] Practitioner; Cystoscopy (Women); Selected 
Office Proced in G logy; Ort Diagnosis; Ophthalmic Operations; 
Perimetry; Ocular Musculature; Ocular Refraction; Slit Lamp Microscopy; Ophthalmic 
Histology and Pathology; Laryngoscopy, Bronchoscopy and ; Otologic (Cadaver) 
; Rhinolaryngologic (Cadaver) Operations; Correction of Defects of Speech; 


ons ; 
Biochemistry. 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY of 


course, 


ing is done. 


MARYLAND, SCHOOL of MEDICINE 


and COLLEGE of PHYSICIANS and SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology, 
Physics and one year in a modern foreign language, in addition to an approved four year high school 


Facilities for Teaching—Abundant laboratory space and equipment. Two large general hospitals 
absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Streets, 


Baltimore, Md. 


Obstetrics, Orthope = 
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Washington University School of Medicine 


OFFERS AN INTENSIVE FOUR WEEKS’ COURSE IN 


OBSTETRICS AND GYNECOLOGY 
FOR GRADUATES. NEXT COURSE BEGINS SEPTEMBER 6th 


For full information, address the Dean, 
Washington University School of Medicine, St. Louis, Missouri 


THE JEFFERSON MEDICAL COLLEGE of PHILADELPHIA 


The One Hundred and Eighth Annual Session Begins Sept. 21, 1932, and Ends June 2, 1933 


FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. Graduates number 15,474, about 6,000 of whom 
are active in medical work. Graduates in every state and many foreign countries. 


FACILITIES: The new College building, including provisions which make this institution one of the most modern 
medical colleges in this country, was opened in 1929. The Curtis Clinic providing for out-patient care and teaching 
was opened in October, 1931. In addition the College owns and controls separate Anatomical Institute; Depart- 


ment for Diseases of the Chest; unusual and superior clinical opportunities in the Jefferson Hospital containing a 
clinical amphitheater; clinical lab ies; i 


y department; teaching museums and free libraries. Altogether: 
oore, as seven buildings owned and controlled -by the College. Instruction privileges are granted in four other 
ospitals. 

FACULTY: Eminent medical men of ional rep ion and 1 teaching ability. 


ADMISSION: Not less than three college years leading to a deg: 
language courses. ‘Preference is given to those who have 


APPLICATIONS should be made early. 7 


ree in science or art, including specified science and 
lored 1 work. 


ROSS V. PATTERSON, M.D., DEAN 


Adi 


A 


4 40 — Forty — 40 
Achieving Years 
THE POLICY of The Pope Hospital in using 


modern as well as time-tested and efficient 
modalities in neurology and internal medicine 
cases has been accorded generous approval for 
40 years. 
Our staff of trained and experienced physicians 
and nurses administer all forms of Light, Mechan- 
ical Vibration, Swedish Movements, Massage 
Hydrotherapy, Galvanic, Sinusoidal, Static, Hig 
Frequency, Diathermy and Thermotherapy. 


No Insane, Morphine, Tubercular, Alcoholic or 
Drug Addict Cases Received at this Institution. 


The Pope Hospital 


INCORPORATED 


LOUISVILLE, KENTUCKY 
Curran Pope, M. D., Medical Director 


Vol 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


We Announce 


FOR THE GENERAL SURGEON 


a combined surgical course comprising 


GENERAL SURGERY GYNECOLOGICAL SURGERY 
TRAUMATIC SURGERY GASTRO-ENTEROLOGY UROLOGICAL SURGERY 
ABDOMINAL SURGERY LABORATORY PROCTOLOGY 
ORTHOPEDIC SURGERY X-RAY DIAGNOSIS THORACIC SURGERY 
PHYSICAL THERAPY OPERATIVE SURGERY OPERATIVE GYNECOLOGY 


(cadaver) (cadaver) 


SPECIAL COURSES in all Medical and Surgical Specialties 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 


WAUKESHA SPRINGS 


Ambler Heights 


Sanitarium 


Conducted for incipient and 


convalescent tuberculous cases. 


ASHEVILLE, N. C. 


For the Care and Treatment of Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 


NERVOUS DISEASES Health for four years. Booklet and in- 


formation upon request. 


Address 


Building Absolutely Fireproof 


BYRON M. CAPLES, M.D., Medical Director 
FLOYD W. APLIN, M.D. DOCTORS AMBLER & AMBLER 

L. H. PRINCE, M.D. P. O. Box 1861, Asheville 
Waukesha, % Wisconsin 


aE! 
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MCGUIRE 
CLINIC 


ST. LUKES HOSPITAL 


RICHMOND. VA. 


General Medicine: 
James H. Smit, M. D. 
Hunter H. McGuire, M. D. 
Marcaret Nottinc, M. D. 
Joun Powett Wiitiams, M. D. 
Kintocn Ne son, M. D. 
Currrorp H. Beacn, M. D. 


Pathology and Radiology: 
S. W. Bupp, M. D. 


- MEDICAL AND SURGICAL STAFF... 


Orthopedic Surgery: 
Wiuuam T. Granam, M. D. 
D. M. Fautxner, M. D. 
J. T. Tucmer, M. D. 


Dental Surgery: 
Joun Bert D. D. 
Guy R. Haarison, D. D. S. 
Eye, Ear, Nose and Throat: 
F. H. Lez, M. D. 


General Surgery: 
Sruart McGuire, M. D. 
W. Lownpes Pepre, M. D. 
CarriNcTON WituiaMs, M. D. 
W. P. Barnes, M. D. 


J. L. Tass, M. D. 
Urology: 
Austin I. Dopson, M. D. 


The Pottenger Sanatorium and Clinic 
For Diseases of the Chest 
MONROVIA, CALIFORNIA 


For the diag: and treatment of all forms of tu- 
berculosis, and other diseases of the chest such as 
asthma, lung abscess and bronchiectasis. 
Located in the foothills of the Sierra Madre Moun- 
tains, 16 miles east of Los Angeles, in a beautif 
subtropical park. Patients can live in the open air in 
comfort throughout the year. Close personal atten- 
tion given each patient. Full staff in residence. 
Reached via the main line of the Santa Fe, and the 
interurban electric system. 
F. M. Pottenger, M.D., 
Medical Director. 
For particulars address 
THE POTTENGER SANATORIUM AND CLINIC 
Monrovia, California 
Los Angeles Office: 1930 Wilshire Boulevard 


J. E. Pottenger, M.D., 
Di of I 2. tary 


SANATORIUM 
FOR TUBERCULOSIS 


San Antonio, Texas 
MODERN institution in beautiful San 
A Antonio. Climate unexcelled the year 
round for treatment o} b 1 Pri- 
vate rooms with bath and sleeping porch; 
individual igh-class accommoda- 


tions; 
ice; 
For booklet and information address 
REV. PAUL F. HEIN, D.D., Supt. 
P. O. Box 214 
SAN ANTONIO, TEXAS 


Radiographic and Fluoroscopic serv 
pl dical staff; derate rates. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 


A New Hospital Has Been Erected 


Thoroughly d in and construction. Eight departments—affording proper classification of patients. 
All are outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. 

a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above the sea level, over- 
looking the city, and p> sans by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful P Adeq night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 


P. O. Box 96, Woodlawn Station, Birmingham, Alabama Phones 9-1151 and 9-1152 
Consultants: C. M. Rudolph, M.D.; H. S. Ward, M.D, 


L: 


APPALACHIAN HALL—Asheville, N. C. 


An Institution for Rest, Treatment of Nervous and Mental Diseases, Drug Addiction and Alcoholism 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


Appalachian Hall wishes to announce that it has recently acquired and is now occupying the famous Kenilworth 
Inn as its new sanatorium. Kenilworth Inn was erected at a cost of more than a million dollars and furnished 
at a cost of three hundred thousand. 


Appalachian Hall is an institution for the treatment of nervous and mental di Icoholi drug habituation 
and a place for rest and convalescence. Every luxury and convenience, private rooms or rooms en suite. Special 
department for rest cures and convalescents. Physiotherapy, Occupational Therapy, Gymnasium, etc., Volley Ball, 
Tennis, Croquet, Horseback Riding, Golfing. Five beautiful golf oO R 

on duty at all times. A corps of graduate nurses, especially trained for this work. Training school for nurses. For 
information and rates write: Drs. Griffin and Griffin. 


APPALACHIAN HALL, ASHEVILLE, N. C. 
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Von Ormy Cottage Sanatorium Trcctment of Tuberculosis 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE SANITARIUM 


MEMPHIS, TENN 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 


For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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CITY VIEW SANITARIUM 


For JMUENTAL and NERVOUS DISEASES 


and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. 
Two resident physicians. Training school for nurses. 

References: The Medical Profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location 


Brawnetr’s Sanitarium 
ATLANTA, GEORGIA 
For Mental and Nervous Diseases 


A modern hiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a _ department for the treat- 
ment of drug and al ti 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Georgia. The grounds comprise 
80 acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to B *s Sani 
Smyrna, Georgia, or to the city office, 478 eS 
tree Street, Atlanta, Georgia. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 
P. O. BOX 978, FORT WORTH, TEXAS eo 


DRS. D. L. ALLISON 
and JNO. S. TURNER 


Consultants 


2 
jeg. 
2 Cases of Mental Diseases 
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STUART CIRCLE HOSPITAL, Richmond, Va. 


General Surgery: Obstetrics: Internal Medicine: Ophthalmology, Oto-Laryngology: 
Robert C. Bryan, M.D., F.A.C.S. Greer Baughman, M.D., F.A.C.3. Alex G Brown, Jr., M.D. Clifton M. Miller, M.D., F.A.C.8, 
Stuart N. Michaux, M.D., F.A.C.8. Ben H. Gray, M.D., F.A.C.S. Manfred Call, M.D. R. H. Wright, M.D., PACS 
Charles R. Robins, M.D., F.A.C.8. Urology: Physiotherapy 
Joseph F. Geisinger, M.D., F.A.C.S. Mark W. Peyser, MD. 

With consulting offices tor the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treat- 
ment of medical cases and a training ‘school for nurses, the ea CIRCLE HOSPITAL is a modern standardized 
hospital for private patients. ARLOTTE PFEIFFER, R. N., Superintendent. 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Ap- 
proved diagnostic and therapeutic methods. Seven buildings, each with separate 
lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. 
Bath rooms en suite, 100 rooms, large galleries, modern equipment, 15 acres, 350 
shade trees, cement walks, playgrounds. Surrounded by beautiful park, Govern- 
ment Post grounds and Country Club. 


G. H. MOODY, M.D., J. A. McINTOSH, M.D., F.A.C.P., 
Founder Superintendent 
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THE TUCKER SANATORIUM, INC. 


212 WEST FRANKLIN STREET (Corner of Madison) 


RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of 
Drs. Beverley R. Tucker, Howard R. Masters and James Asa Shield 


The Tucker Sanatorium is for the treatment of nervous and endocrine diseases. 


There are 


departments of massage, medicinal exercises, hydrotherapy and physiotherapy. The Sanatorium is large 


and bright, surrounded by a lawn and shady walks, large verandas and has a roof garden. 


It is situ- 


ated in the best part of Richmond and is thoroughly and modernly equipped. The nurses are spe- 


cially trained in the care of nervous cases. 


Insane and acute alcoholic cases are not taken. 


Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and Diag- 
nosis of all problems in Medicine and Surgery, especial- 
ly of conditions involving the Nervous System. All 
newer methods of Di » particularly the Chemistry 
of the blood, spinal fluid, secretions and excretions of 
the body, are employed. _ The impectenes of the body 
metabolism and its to is 
emphasized. 


The c i of phy is invited. It is the 
policy of ‘the Hospital to return patients to their home 
and family physician for treatment, at the earliest pos- 
sible after diagnosis is made. Only at the re- 
quest of the patient’s physician will any case kept 
in the Hospital beyond the necessary period of obser- 


vation. 


A complete pound Ad skilled specialists in co-operation. 
For further p 4 1g rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norways” Hospital for General Diagnosis 
and Nervous Diseases. 


St. Elizabeth’s Hospital 


RICHMOND, VA. 


Staff 


}: Shelton Horsley, M.D., Surgery and Gynecology 
Jr., M.D., Plastic and General Sur- 


Guy W. Horsley, M.D., General Surgery 
Douglas C. Chapman, MD., Internal “~~~ 
Wm. HH. Higgins, M.D., Cc 
Medicine 
O. Ashworth, M.D., Consultant in Internal 
"Medicine 
Austin I. Dodson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
Thos. W. Wood, D.D.S., Dental Surgery 
Helen Lorraine, Medical Illustration 


Administration 
N. E. Pate Busi 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital, in Baltimore for a three months’ 
course, each, in Pediatrics and Obstetrics. A course 
in Public Health Nursing is given as a scholarship 
in the Senior year at the Richmond School of 
Social Work and Public Health which is a depart- 
ment of William and Mary College. All applicants 
must be graduates of a high school or have the 
equivalent education. 


Address 
Elizabeth S. Moran, R. N. 
Superintendent 


Manager 


SAINT ALBANS SANATORIUM 


RADFORD, VA. 


Medical Staff: 
J. C. KING, M.D. 
JAMES KING, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care 
treatment of medical neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
reasonable, Railway facilities excellent. 
Write for full details. 


——- 
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Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
ono for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
Charles Kiely, M.D., 
H. P. COLLINS, Business Manager Visiting Consultants 


D. A. Johnston, M.D., 
Box No. 4, College Hill 


CINCINNATI, OHIO 


“REST COTTAGE”’ Cottage Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 

Charles Kiely, 
M 


Visiting 
Consultants. 
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Richmond 


Department for Men: 


WESTBROOK SANATORIUM 


Telephone—Boulevard 1220 


Virginia 


Department for Women: 


J. K. Hall, M.D. 
O. B. Darden, M.D. 


P. V. Anderson, M.D. 
J. H. Royster, M.D. 


E. H. Alderman, M.D. 


The institution is situated just beyond the northern border of the City on the Richmond-Washington automo- 
bile highway. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 

The medical staff devotes its entire attention to the patients in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 

There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes pos- 
sible the more congenial grouping of patients. Rooms may be had single or en suite, with ot without private bath. 
There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination is 
made when indicated. The examination is typed and a copy of it is available for the referring physician. Complete 
x-ray equipment has been installed. A dental room has been fitted up and a complete dental investigation is a part 
of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. 
occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on 
truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet, and pool. 
there is chapel service. 

Detailed information is available for physicians. 


Helpful and interesting 
e 


There is a movie and a dance every week. On Sunday evening 


HIGH OAKS SANATORIOUM 


Established 1887 1000 Feet Elevation 
LEXINGTON, KENTUCKY 


For the Treatment of Nervous and Mental Diseases, 
and Addictions 


Every approved method of treatment applied as indicated after thorough clinical and 
laboratory examination of patient. Constant expert medical supervision and specially trained 
nurses. Complete hydrotherapeutic equipment. Although a fully equipped institution, the 
sanatorium has a comfortable, home-like atmosphere. 

Brick buildings, rooms with and without private baths. Extensive, beautifully wooded 
grounds in the heart of the blue grass region; a short drive from the famous scenery of the 
Kentucky River. 

Music. Billiards and pool, tennis, croquet and other in and outdoor games. 
hole golf course available. Frequent automobile drives 

Member Central Neuropsychiatric Hospital Association, which means “Every hospital in 
this organization must conform to rigid standards which guarantee to the patient, to the family, 
and to the family physician competent scientific treatment and individual consideration.” See 
monthly announcement in the Journal of the A. M. A. 


GEO. P. SPRAGUE, M.D. GEORGE WOODWARD, M.D. 
Medical Superintendent Resident Physician 
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anew & D. propucr 
THANTIS LOZENGES 


Antiseptic and Anesthetic 
To the Mucous Membranes of the Throat and Mouth 


These lozenges contain ¥% grain Merodicein and 1 grain Saligenin. The former is a 
powerful bactericidal and bacteriostatic agent and provides sufficient stain to fix the 
germicide in the tissues and obtain the benefit of penetration and prolonged action only 
furnished by the dyes. Its toxicity is so low as to permit the ingestion of large amounts 
with impunity. Saligenin has !ong been considered the most effective for topical use 
of the phenol anesthetics and when applied to mucous surfaces it produces a definite and 
prompt anesthesia. Its low toxicity allows its free use in the mouth. 


When the lozenges are dissolved in the mouth, the mucous membranes of the posterior 
oral cavity and throat are bathed with a very efficient antiseptic and anesthetic solution. 
They have been proved decidedly beneficial after tonsillectomies and for the relief of a 
variety of irritated and infected throat conditions. 


Write for Literature and Trial Package 
HYNSON, WESTCOTT & DUNNING, Inc. 


BALTIMORE, MARYLAND 


WNIGINAd 


RADE MAR 


PHENYLAZO-ALPHA- “ALPHA - PYRIDINE- MONO-HYDROCHLORIDE (MANUFACTURED BY THE PYRIDIUM CORPORATION) 


F O we G O N O R R aa F A Pyridium is available in four convenient forms, as 
tablets, powder, solution or ointment. 
The oral administration of Pyridium in tablet form WRITE FO R oS L ITERATURE 


affords a quick and convenient method of obtain- 9-601 


ing urinary antisepsis when treating Gonorrhea 

and other chronic or acute genito-urinary infec- M ERCK & CO ‘INC: | ; 
MANUFACTURIN 

tions. RAHWAY, N. J 
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126 CASES OF OVARIAN CARCINOMA 
TREATED BY RADIATION* 


By Witt1aM NEILL, Jr., M.D., M.A., 
Baltimore, Md. 


It is a pleasure to report 126 cases of ovarian 
carcinoma treated with radium as representing 
recent advances in a field obviously difficult 
and generally held impossible. I find no re- 
corded group so large and venture to hope that 
my conclusions will prove it worthwhile to con- 
tinue such treatments in all cases of this recal- 
citrant disease. The work in the Howard A. 
Kelly Hospital began in 1916 and ends in this 
report with 1930. An accurate tissue diagnosis 
was made in all but seven. Twenty-nine were 
operated upon in our own hospital and 90 else- 
where; surgical interference was omitted in the 
remainder owing to the obviously very ad- 
vanced state of the disease and the serious gen- 
eral condition of the patient. 

The youngest, age 13 (No. 4773), operated 
upon elsewhere seven months previously for a 
unilateral papillary cystadenocarcinoma; this 
was followed by an extensive recurrence with 
ascites. The severe reaction following our ra- 
dium treatment forced its abandonment and she 
lived but a few weeks. The oldest, 75 (No. 
2965), diagnosed clinically, without operation, 
had a large unilateral tumor, with pain, loss of 
weight, and rapid increase in size. Complete 
radium radiation gave much relief, with de- 
Crease in size of the tumor and improvement in 
general health for a year, when she could no 
longer be traced. The average age of the entire 
group was 4214 years; from 10 to 20, four; 
from 20 to 30, five; from 30 to 40, fifteen; from 
40 to 50, forty-one; from 50 to 60, thirty-six; 
from 60 to 70, fifteen; from 70 to 80, three; 
age not stated in five. The greatest number 
came within the 40 to 50 year period, in gen- 


*Received for publication December 23, 1931. 


eral accord with cancer elsewhere in the body. 


There were 106 married and 20 single. From 
1916 to 1920 there were 17; from 1920 to 1925, 
forty-three; from 1925 to 1931, sixty - six. 
Eighty-two were bilateral and 44 unilateral, with 
108 papillary cystadenocarcinoma, 8 solid cell 
adenocarcinoma, 2 gelatinous papillary carci- 
noma, and 1 Krukenburg tumor, this one not 
helped; 112 were far advanced and extensive 
when first seen; in only 14 was the health of 
the patient robust. In the entire 126 there was 
no improvement in 87. A large number were 
too ill upon arrival to permit of complete treat- 
ment; the data in 2 were too meager to include. 
In 32 there was definite palliation as to relief 
of pain and improvement of general health, with 
a later resumption of growth, and death; 5 lived 
three months; 6 lived six; 2 for nine; 5 for one 
year; 4 for one and a half years; 5 for two 
years; 3 for three years; 1 for three and a half 
years; 1 for four years, which I now report in 
detail: 

Mrs. P., age 57, (No. 13871), in 1922 had performed 
elsewhere a supravaginal hysterectomy and removal of 
the tubes and ovaries for carcinoma of the right ovary, 
with return of pain and bloody vaginal discharge in 
June, 1924. Examination November 22, 1924, re- 
vealed a fixed, massive recurrence in the right broad 
ligament region, filling one-half of the pelvis. A total 
of 200 mc. hours’ radiation was given through the 
right fornix and 1/3 E. D. x-ray through front and 
back of pelvis; December 2, 150 mc. hours’ radiation, 
right fornix; January 15, 1925, 600 mc. hours’ radiation, 
right fornix, and 1/3 E. D. x-ray through front and 
back of pelvis; and March, 1925, an E. D. x-ray, front 
and back of pelvis. During this time symptoms improved 
pari passu with shrinkage of the tumor, cessation of 
bloody discharge and improvement in general health, 
and relief of pain followed within a month, with a re- 
turn of pain and discomfort in the right side and in- 
crease in size of the mass, which led to an exploratory 
operation. The mass was approximately 5 by 4 cm., 
attached to the cervix and ureter, and _ inoperable. 


Treatment was by the implantation of gold radon 
points, a total value of 20 mc., through the incision. 
In October, 1925, she was free of all symptoms, with 
a disappearance of the mass, but the diffuse thickening 
in the base of the right broad ligament persisted. In 
January, 1926, a slight return of the vaginal bleeding 
occurred and 325 mc. hours were given to right fornix. 
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‘One thousand mc. hours were given in like manner in 
February and 400 mc. hours in March. In May, 1926, 
practically all evidence of trouble on the right side had 
disappeared; there were no symptoms and the general 
health was good. In November, 1926, there was no 
palpable disease except a moderate thickening on the 
Tight side and in May, 1927, the pelvis was normal on 
palpation. In May, 1928, there was a return of pain 
and bloody discharge. She continued to grow gradually 
worse, with an increase in size of the mass. No fur- 
ther treatment was given, as the patient went elsewhere 
for relief and died in November, 1928. 


One case was under observation for one and 
a half years and still living, as follows: 


Mrs. H., age 41 (No. 22825). In March, 1930, 
a supravaginal hysterectomy for myomata uteri and 
removal of cystic right ovary was performed elsewhere, 
with the pathological diagnosis of cystic papillary ade- 
nocarcinoma ovary, grade III. When she was first 
seen, June 30, 1930, there was a large butterfly mass 
rising from the pelvis, reaching to the level of the ante- 
rior superior spine on the left. The entire pelvis was 
choked with a hard, irregular, nodular mass, so com- 
pressing the bladder against the symphysis as to make 
voiding impossible without a catheter. The urine was 
markedly purulent, there was fever, and such interfer- 
ence with the bowel movements that a colostomy was 
considered. Radium treatment was given for a total 
of 12,000 mc. hours, front, and 12,000 mc. hours back 
of the pelvis, and treatment associated with rest in bed 
and supportive measures. July 17, 1930, there was no 
change in her condition. In August, 1930, there was 
marked improvement in every way; she voided nor- 
mally, had no fever, bowel function was normal, and the 
tumor decidedly smaller, reaching just above the sym- 
physis. Two-thirds of an erythema dose of x-ray was 
given over the sacral region and 13,000 mc. hours over 
the pubis. There was still further improvement in 
symptoms in September, with a further reduction in 
mass and the patient up and around. In October, there 
was continued improvement. In March, 1931, 2/3 E. D. 
X-ray was given in front and back of the pelvis. May, 
1931, she remained fairly comfortable and was up and 
about attending to her housework with no added discom- 
fort. In October, 1931, she was perfectly comfortable. 
The mass was movable within the pelvis. Her general 
health was good. In this case marked palliation for over 
one and one-half years has been obtained in an appar- 
ently hopeless condition. 


A patient has been apparently well for three 
years and is still under observation. 


Miss R., age 72 (No. 20032), was first seen Septem- 
ber 17, 1928. An ovarian cyst was noted 20 years pre- 
viously and operation refused. Examinations were car- 
ried out once every six months, with no change in char- 
acter of tumor, until three months prior to admission, 
when an increase in size was noted, with pressure symp- 
toms and pain. She had lost 20 pounds in weight in six 
months and was confined to bed for the past three 
months. Upon examination there was a large cystic 
mass, 124%2x6% cm., occupying the right lower pelvis, 
nodular, hard, somewhat fixed. Operation was refused. 
A diagnosis of carcinoma of the right ovary was fairly 
certain. From September 17 to September 23, 1928, a 
total of 48,000 mc. hours of radium radiation was given 
over the mass. In January, 1929, a gain was noted in 


strength and weight and the patient was able to be 
out of bed; there was slight reduction in size of the 
tumor. Radium treatment was given for a total of 
25,000 mc. hours over the right pelvis. April 15, 1929, 
improvement continued with no change in size of the 
tumor. Radium treatment was repeated for a total of 
30,000 mc. hours. October 28, 1929, there was a star- 
tling reduction in size of the mass, which was then rep- 
resented by a rounded, smooth tumor, approximately 
5 cm. in diameter, on the right side of the pelvis, pos- 
terior to the cervix. As it was movable, operation was 
again advised but refused. Radiation continued with 
an E. D. x-ray through the anterior and posterior pel- 
vis. In January, 1930, the tumor mass could still be 
felt posterior to the cervix, but it was smaller. She 
was doing very well and was treated with radium for 
a total of 28,000 mc. hours, front and back of pelvis, 
October 5, 1931, the only symptom was backache. She 
was exceptionally well, nothing was felt per vaginam, 
but on rectal examination there was still a small re- 
sidual mass lying on the pelvic floor. Observation is 
still continued. 


Two cases, clinically well for four years, are 
still under observation, one of which I report as 
follows: 


Mrs. S., age 44 (No. 19008), was first seen January 
16, 1928, complaining of hemorrhage, sacral backache 
and loss of weight for the previous four months. A 
tumor had been removed from the left ovary four years 
previously and diagnosed benign. On examination the 
patient was obviously ill, with rapid pulse, pyrexia, and 
white blood cells 15,000. A well-healed midline scar, 
below which a fan-shaped, irregular, nodular mass ex- 
tended up from the pelvis. The uterine body was un- 
defined, apparently anterior and somewhat enlarged, ly- 
ing under symphysis. The cervix was normal. Curet- 
tage revealed an adenocarcinoma of the uterine body, 
grade III. At operation there was an escape of sero- 
sanguineous fluid. A large, semi-cystic tumor took the 
place of the right ovary, the size of a cocoanut and 
obviously malignant; it was delivered through the inci- 
sion and removed. The cyst had ruptured and was dis- 
charging its contents into the abdominal cavity. The 
peritoneum and intestines were grossly irritated and in- 
flamed, but there were no visible implants. The omen- 
tum was involved and adherent to the mass and adja- 
cent abdominal wall. There was a small mass in 
the left broad ligament region and the uterus was 
twice the normal size. The involved area of the 
omentum was resected and due to the patient’s critical 
condition further operative attempts were abandoned 
and the incision closed. After a stormy convalescence 
radium treatment was carried out over the abdomen 
for a total of 40,000 mc. hours. On February 22, a 
total of 1,500 mc. hours was given in the uterus. July 
3, 1928, the uterus was small and atrophic, there was 
no return of the bleeding, and no palpable intrapelvic 
mass. From October, 1928, to March, 1929, the pa- 
tient gained in general health and remained well and 
free from symptoms. In September, 1929, the patient 
developed a scanty bloody vaginal discharge and tissue 
removed from within the uterus showed active adeno- 
carcinoma. Eleven hundred mc. hours of radium were 
given intrauterine and 34 E. D. x-ray to the anterior 
and posterior pelvis. Following this all signs and 
symptoms disappeared and the patient has remained 
in good health. Here we had an adenocarcinoma of 
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the body of the uterus with extensive carcinoma of the 
ovary and omental involvement. Now after four years 
she enjoys good health. 


I now report three apparently cured cases, 
one well for 2’ years, dying of disease inde- 
pendent of the ovarian condition: 


Mrs. S., age 53 (No. 9192), was referred March 12, 
1922. A symptomless enlargement of the abdomen be- 
gan during the summer of 1919, increasing in size until 
September, when, by operation, a huge gelatinous papil- 
lary carcinoma of the left ovary was removed else- 
where, with notation of multiple metastases throughout 
the peritoneum. Relief from operation lasted until No- 
vember, 1921, when there was evidence of a recurrence 
and by January, 1922, the distention was so great that 
a small exploratory incision evacuated a large quantity 
of gelatinous material, with relief of symptoms until seen 
by me. On admission the patient was pale, thin, but 
not cachectic. A large, globular mass was felt above 
the region of the body of the uterus and there was 
considerable cystic distention of the cul de sac. At 
operation the abdomen was filled with gelatinous mate- 
rial and the right ovary occupied by a huge, soft, 
gelatinous cyst with many villous extensions. There 
were multiple lymph deposits scattered throughout the 
peritoneum. The tube and ovary were removed and 
no local recurrence was palpab'e in the left broad liga- 
ment. The pathological diagnosis was colloid carci- 
noma, grade I. Operation was followed by radium 
treatment over the abdomen and pelvis for a total of 
30,000 mc. hours. The general health improved to nor- 
mal, with no evidence of a return of the disease. She 
died suddenly in September, 1924, from lobar pneu- 
monia. 


A patient remained apparently well for six 
years. 


Mrs. F., age 46 (No. 15557), was referred October 30, 
1925. One year previously a mass in the lower abdo- 
men was discovered, which gradually increased in size 
until August, 1925, when she became acutely ill with 
severe abdominal pain and urinary retention. An 
emergency operation revealed a massive, fixed carci- 
noma of the left ovary with general abdominal carci- 
nomatosis. The mass only was removed. Pathological 
diagnosis was papillary cystadenocarcinoma, grade III. 
Following operation ascites developed and the abdomen 
was tapped one week prior to admission. On examina- 
tion there was a large mass in the lower abdomen and 
pelvis, reaching nearly to the umbilicus, with a mod- 
trate amount of free fluid. Radium treatment was 
given over the lower abdomen between November 2 
and December 21, 1925, for a total of 15,000 mc. hours. 
February 2, 1926, general condition was improved ; 
there was no return of fluid and the mass was con- 
fined to the left lower quadrant. March 2, 1926, her 
general condition was further improved and the tumor 
mass was smaller. April 1, 1926, general improvement 
was continuing. July, 1926, she was symptomatically 
well and the mass discoverable only on bimanual palpa- 
tion. From July 7 to July 12, 1926, an additional 10,- 
000 mc. hours’ radiation was given over the lower ab- 
domen. October 28, 1926, her general health was ex- 
cellent. There was no palpable disease in the pelvis, 
Which remains true for January, 1927, February, 1928, 
and on last examination, October, 1931, when patient 
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was looking unusualy well and there was no evidence 
of disease. 


A patient was well for ten years and is still 
under observation. 


Mrs. P., age 57 (No. 8534), was referred November 
5, 1921, complaining of vaginal bleeding, pain in the 
lower abdomen, backache and constipation, with pres- 
sure symptoms on the rectum and bladder since August, 
1921. An exploratory laparotomy was done elsewhere 
October 13, 1921, finding the pelvic organs matted to- 
gether in a conglomerate, fixed, nodular, semi-cystic 
mass, which extended up along the left pelvic brim 
nearly to the lower pole of the kidney. The right ovary 
was cystic, the size of a large grapefruit, and likewise 
nearly adherent to the surrounding structures; a punc- 
ture promoted an escape of bloody fluid and grossly can- 
cerous tissue. The uterine body was not clearly demon- 
strated and, the condition being inoperable, the abdo- 
men was closed. Pathological diagnosis was papillary 
cystadenocarcinoma of the ovary, bilateral, grade IV. 
Upon examination, after healing of the wound, a defi- 
nite mass was felt over the entire abdomen, larger on 
the left and extending up to the umbilicus. The pelvis 
was choked with a hard, fixed, indurated, nodular mass 
from side to side, continuous with the tumor above. 
Treatment with radium was given suprapubically and 
over the sacrum for a total of 12,000 mc. hours. There 
was marked relief of symptoms with a decided de- 
crease in mass by December 12, when a second ex- 
posure of 6,000 mc. hours was given over the sacrum 
and 12,000 mc. hours over the left lower abdomen. 
January 23, 1922, a further striking reduction was 
noted in the tumor mass, which now extended only to 
the level of the symphysis, with complete relief of 
symptoms. Upon bimanual examination the mass was 
movable and it was deemed advisable to re-explore 
with the possibility of extirpating the residual tumor. 
However, an acute bronchitis intervened and the op- 
eration was postponed. On return, February 24, 1922, 
there was further reduction in the mass, with continued 
improvement in general health, and the idea of opera- 
tion was abandoned. April 30, 1922, an additional 6,000 
mc. hours’ treatment was given over the anterior pelvis 
and repeated June 30, 1922. In August, 1922, there 
had been a gain of 43 pounds in weight since the pa- 
tient was first seen, and she returned to work. A 
small movable mass was still felt in the left pelvis. In 
December, 1922, she remained perfectly well and there 
was no palpable evidence of any intrapelvic disease. 
This was true for April, 1923, June, 1923, December, 
1923, and January, 1931. In the meantime she remar- 
ried and remained in perfect health. She was last seen 
July 31, 1931. She had no evidence of disease and, 
living in Baltimore, she appears regularly for examina- 
tion. 


SUMMARY 


In a group of 126 cases of carcinoma of 
the ovary in which a biopsy has been ob- 
tained in all but 7, 87 were not helped. 
In 2 the records do not justify a report, re- 
ducing the number to 124. In 32 there 
was definite palliation as to relief of pain and 
improvement in general health, lasting from 
three months to four years. One patient has 
been clinically well for over three years, but 


| 


still has palpable evidence of trouble and is un- 
der observation. Three are apparently cured, 1 
for two and a half years, 1 for six and 1 for ten 
years. 

CONCLUSIONS 


From these observations it is obvious that 
great strides have been made in the treatment 
of lower abdominal malignancy in a form which 
for years had been assumed to be beyond fur- 
ther relief, after an exploratory operation. I 
feel justified therefore in suggesting that all 
cases of this sort shall be given at least the 
chance of belonging to the favored few who 
either definitely improve or possibly recover en- 
tirely. 

1418 Eutaw Place 


TREATMENT OF PEPTIC ULCER BY 
RESECTION OF THE STOMACH* 


By Barney Brooks, M.D., 
Nashville, Tenn. 


The treatment of ulceration of the stomach 
and duodenum is still a subject of controversy. 
There is a difference of opinion as to whether 
operative treatment is more successful than non- 
operative treatment. Those advocating opera- 
tive treatment differ from each other as to the 
type of operation which should be performed. 
If one reads some of the most recent papers, he 
is forced to the conclusion that it is possible for 
a single observer to differ with himself, not only 
in different publications, but in one and the 
same paper. 

A discussion of the results obtained in the 
treatment of gastric and duodenal ulcers was 
made the principal event in the spring meeting 
of the American Surgical Association in 1930; 
and this discussion was continued in the fall 
meeting of the Southern Surgical Association in 
1930. 


Dr. Urban Maes has already called attention 
to the fact that the record of the symposium of 
the American Surgical Association on the treat- 
ment of peptic ulcer is of little value as a source 
of information for the purpose of further study. 
I may add that these records are equally dis- 
appointing as a source of information concern- 


*Read in Section on Surgery, Southern Medical Association, 
Twenty-Fifth Annual Meeting, New Orleans, Louisiana, Novem- 
ber 18-20, 1931. 


*From the Department of Surgery, Vanderbilt University. 
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ing the real opinions held by those engaged in 
the discussion. For example, it is extremely dif- 
ficult for me to harmonize Dr. Balfour’s state- 
ment that he always has subscribed and still sub- 
scribes to the belief and practice that the re- 
moval of a gastric ulcer, when reasonably possi- 
ble, should be a part of the surgical procedure, 
with his statement that gastroenterostomy alone 
for gastric ulcer protects against recurrence or 
reactivation of the ulcer in approximately 96,90 
per cent of cases. In the same manner, it would 
seem as if Dr. Judd’s opinion as to the treat- 
ment of ulcer of the duodenum was somewhat 
obscured by the following statements made by 
him: 

“In view of the fact that we have demonstrated that 
partial duodenectomy can be done with greater safety 
than gastroenterostomy, and, furthermore, that the ul- 
timate results are as good as they are in gastroenteros- 
tomy, we believe that it should be carried out in every 
case of duodenal ulcer in which it is feasible to do 
so. We believe, also, that when possible gastroente- 


rostomy should be avoided because of the severity of 
the symptoms that result when a jejunal ulcer forms.” 


“Gastroenterostomy will probably remain the popu- 
lar operation for duodenal ulcer. It is satisfactory in 
all cases except in those in which secondary ulcers de- 
velop and those in which hemorrhage occurs and in 
which bleeding may continue.” 

Although there is a lack of any very definite 
agreement as to the indications for simple gastro- 
enterostomy or gastroenterostomy associated 
with other operative procedures than resection 
of the stomach, there seems to be an attempt to 
justify gastroenterostomy rather than the more 
radical operation of gastric resection as a stand- 
ard or routine treatment of all gastric and duo- 
denal ulcers. 


It is particularly the purpose of this paper 
to discuss the desirability of advocating any 
routine treatment for gastric and duodenal ul- 
cers. It is only fair, however, to mention that 
most of the papers contained statements indicat- 
ing that there was no method of treatment ap- 
plicable to all cases. For example, Dr. Balfour 
states: “It is a fatal mistake to try to estab- 
lish one operation for all types of peptic ulcer.” 
The force of these statements, however, is pretty 
much lost because of the fact that each method 
is discussed only in so far as it has been applied 
to a certain number of unclassified cases of gas 
tric and duodenal ulceration. I am inclined to 
believe more progress would be made if every 
one would reverse, so to speak, the order of 
procedure and instead of discussing the results 
obtained by the application of a certain particu- 
lar operative procedure to a large group of un- 
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classified cases, he would discuss the results 
obtained in the treatment of a group of similar 
cases by the application of one or more of the 
different operative procedures. 


The etiology of gastric and duodenal ulcer is 
at the present time unknown, but there seems 
to be a definitely established idea that the eti- 
ology of all ulcerative processes of the duodenum 
and stomach is the same. There have been many 
theories advanced, but it seems to be the conven- 
tion for each individual to assume that if the 
true cause of gastric and duodenal ulceration 
could be fourd, it would be some one of the 
theories already advanced or some other as yet 
not proposed. As a matter of fact, is it any 
more logical to assume that all gastric and duo- 
denal ulceration must spring from a single cause 
than it would be to assume that all ulcers ot 
the leg should be due to a single etiological fac- 
tor? The differences in site, anatomical patho- 
logical changes, and the clinical manifestations 
suggest that peptic ulcers may result from more 
than one cause. 

Even though it were true that all benign ul- 
cerative processes in the duodenum and stomach 
were the result of a single etiological factor, the 
variations in location, extent, and amount of 
pathological change are such that it would seem 
illogical to expect that any single method of 
treatment would be applicable to all instances of 
ulceration of the stomach or duodenum. With 
the idea, therefore, in mind that progress in the 
treatment of gastric and duodenal ulcer could 
perhaps be best made, not by discussing the re- 
sults of the application of some standard op- 
erative procedure to a number of cases so large 
as to exclude any thought of individuality, but 
by presenting the results obtained in the treat- 
ment of a small group of cases of gastric ulcer 
with characteristics which we believe indicate the 
application of a certain particular method of 
treatment, we have chosen a group of cases in 
which I am inclined to believe most surgeons 
would agree on the choice of treatment. The 
condition chosen is comparatively rare, and I 
shall, therefore, not be compelled to burden you 
with a large number of case records. 


CASE REPORTS 


Case 1—W. H. C., No. 11057, a white man, age 47, 
had suffered from attacks of abdominal pain and vom- 
iting for 4 years. He had profuse hemorrhage from 
the stomach 1 month before operation. Loss of blooa 
was sufficiently great to require transfusion. 

Fluoroscopic examination of the stomach showed a 
definite ulcer crater in the mid-portion of the lesser 
curvature. 
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Operation was done January 5, 1928, a partial gas- 
trectomy by the Billroth No. 2 method. 


Pathology —The ulcer was 2 cm. in diameter, with 
a deep crater on the lesser curvature of the stomach. 
There was a large amount of scar tissue about the 
ulcer base. Microscopic examination showed no evi- 
dence of cancer. 


Postoperative Course—Recovery uneventful. 
September 15, 1931, his health was good; he had no 
gastrointestinal discomfort. 


Case 2.—F. C. M., No. 14269, a white man, age 54, 
had had some abdominal pain, associated with vomit- 
ing and severe headaches, for 20 years, and severe ab- 
dominal pain for the previous 5 years. General physi- 
cal examination showed marked arteriosclerosis with 
hypertension and attacks of precordial pain, suggesting 
angina. 

Fluoroscopic examination of the stomach May, 1928, 
showed a definite ulcer of the lesser curvature. 

Operation was advised, but refused. Dietary treat- 
ment was instituted and carefully observed for 1 year 
with no relief. 

Operation January 17, 1929, consisted of partial gas- 
trectomy by the Billroth No. 2 method. 

Pathology.—Deep, round ulcer 2 cm. in diameter, on 
the posterior wall of the stomach near the lesser curva- 
ture. Microscopic examination showed no evidence of 
cancer. 

Postoperative Course—Recovery was uneventful. In 
April, 1931, he reported that there had been no symp- 
toms referable to the stomach since operation. Head- 
aches, hypertension and attacks of precordial pain had 
persisted. Fluoroscopic examination showed the stump 
of the stomach emptying rapidly into the jejunum, 
with no evidence of ulceration. Gastric analysis showed 
no free hydrochloric acid. 


Case 3—S. P., No. 4818, a white man, age 49, had 
persistent abdominal pain with intermittent attacks of 
severe pain for one and one-half years. Pain was not 
related to meals. 

Fluoroscopic examination showed a deep ulcer crater 
on the lesser curvature. 

Operation in December, 1929, consisted of a partial 
gastrectomy by the Billroth No. 2 method. 

Pathology.—A dep, round ulcer on the lesser curva- 
ture, 8 cm. from the pylorus, was found with extensive 
scar tissue formation in the base of the ulcer. 

Postoperative Course—Recovery uneventful. 
Fluoroscopic examination 14 days after operation showed 
the stomach emptying rapidly through the gastroenteros- 
tomy. August 5, 1931, there had been no symptoms 
referable to the stomach since operation. Fluoroscopic 
examination of stomach showed no evidence of ulcera- 
tion. 


Case 4.—M. C., No. 35720, a colored woman, age 34, 
had had repeated attacks of severe epigastric pain and 
persistent vomiting for a period of 7 years. 

Fluoroscopic examination of the stomach showed a 
deep ulcer on the lesser curvature with no stasis. 

Operation in December, 1930, consisted of partial gas- 
trectomy by the Billroth No. 2 method. 

Pathology—There was a deep, round ulcer on the 
lesser curvature, with extensive scar tissue formation in 
the ulcer base. 
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Postoperative Course—Recovery uneventful. 
Fluoroscopic examination of the stomach 2 weeks after 
operation showed the remaining stomach pouch empty- 
ing rapidly through the gastrojejunostomy. November 
1, 1931, there had been no symptoms referable to the 
gastrointestinal tract since operation. 


Case 5—N. O., No. 4520, a white woman, age 46, 
had had ep‘gastric pain, nausea and vomiting con- 
stantly for 7 months. There was no hematemesis, but 
repeated attacks of dizziness suggested hemorrhage. 


Fluoroscopic examination showed a large filling de- 
fect in the pyloric end of the stomach. The x-ray find- 
ings suggested cancer of the stomach. The Wassermann 
was positive. 

The medical service considered the condition prob- 
ably syphilis of the stomach. Intensive treatment was 
instituted with no relief of pain. 

Operation July, 1927, consisted of partial gastrectomy 
by Billroth No. 2 method. 

Pathology—A large, irregular, shallow ulcer 10 cm. 
in diameter was found in the pyloric end of the stom- 
ach. There were numerous smaller, irregular, superficial 
ulcerations. Microscopic examination showed an exten- 
sive inflammatory reaction involving the entire thick- 
ness of the stomach wall. There was no evidence of 
cancer. The character of inflammation observed was 
consistent with syphilis. 


Postoperative Course—Recovery was uneventful. In- 
tensive antisyphilitic treatment was continued for 4 
years after operation. The Kahn reaction was positive. 
There were no gastrointestinal symptoms except on three 
or four occasions she had mild indigestion. Fluo- 
roscopic examination of the stomach 2 years after 
operation showed the remaining stomach pouch empty- 
ing rapidly through the gastrojejunostomy. There is 
no evidence of ulceration. 


Case 6—H. B., No. 2419, a colored man, age 30, 
was first admitted to the hospital in 1926, with pain in 
the abdomen, chest and extremities. His Wassermann 
was positive and the symptoms were attributed to 
syphilis. Treatment was begun and continued for 2 
years. The abdominal discomfort persisted. 

Fluoroscopic examination of the stomach in 1928 
showed an extensive deformity of the pyloric end, 
suggesting cancer. The examination was repeated in 2 
months, with the same findings. 


A definite mass was palpable in the epigastrium. 


Operation November, 1928, consisted of partial gas- 
trectomy by the modified Polya method. 


Pathology—An extensive irregular ulcerative process 
encircled the entire pyloric end of the stomach. A 
marked inflammatory process involved the entire thick- 
ness of the wall of the stomach. The inflammatory 
process was consistent with syphilis. 

Postoperative Course-——Recovery was uneventful. Ex- 
amination in September, 1931, showed no symptoms re- 
ferable to the stomach since operation. Fluoroscopic 
examination of the stomach showed the remaining 
stomach pouch emptying rapidly through the gastro- 
jejunostomy. A small irregularity in the stomach wall 
near the gastroenterostomy opening suggested ulcer. 

Case 7—H. R., No. 42175, a colored man, age 50, 
had had some epigastric discomfort for 18 to 20 years. 
For the previous 3 months there had been continuous 
severe aching pain in the epigastrium. There had been 
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marked loss of weight during the preceding year, He 
had contracted syphilis 30 years before. 

Examination.—There was a palpable mass in the epi- 
gastrium. The Wassermann was positive. 

Fluoroscopic examination showed a large filling defect 
of the distal third of the stomach. The x-ray findings 
were considered characteristic of cancer. 

Operation October, 1931, consisted of a partial gas- 
trectomy by the modified Polya method. 


Pathology.—Large, irregular, superficial ulcerations 
on the lesser curvature extended on both anterior and 
posterior walls. The wall of the entire stomach was 
much thickened. The distal half of the stomach showed 
a moderately acute inflammatory process. There were 
large lymph nodes along the greater curvature. Micro- 
scopic examination showed no evidence of cancer. 

Postoperative Course——Recovery was uneventful. 

Case 8—C. V., No. 38852, a white man, age 57,.had 
had pain in the epigastrium, not related to meals, for 
2 years. At the onset a diagnosis of ulcer of the 


stomach was made. Dietary treatment was carefully 
followed for 12 months with only partial relief. 


Examination—No palpable mass was found. The 
Wassermann was negative. 


Fluoroscopic examination showed a filling defect in 
the pyloric end of the stomach. 

Operation in April, 1931, consisted of a partial gas- 
trectomy by the modified Polya method. 


Pathology—A large area of irregular stellate scar- 
ring was observed on the mucosa of the posterior wall 
near the lesser curvature. There was a hard, irregular 
nodule in the stomach wall. The lesion appeared to 
be a partially healed ulcer. Microscopic examination 
showed extensive infiltration of the stomach wall with 
cancer. 


Postoperative Course—Recovery was _ uneventful. 
Fluoroscopic examination 2 months after operation 
showed the stomach pouch emptying rapidly through 
the gastrojejunostomy. There was no evidence of ul- 
ceration. In October, 1931, he reported occasional dis- 
comfort in the epigastrium. He gained weight. 


COMMENT 


Cases 1, 2, 3 and 4 all had comparatively 
small, round but deep and callous ulcers on the 
lesser curvature of the stomach, distant from 
the pylorus. Definite and severe symptoms of 
gastric ulcer had been present for 4, 5, 2 and 
7 years. The most prominent of the symptoms 
was severe epigastric pain. In no instance was 
the pain noticeably influenced by meals. Severe 
hemorrhage from the stomach occurred in Case 
1. Case 2 was loath to submit himself to op- 
erative treatment until he had carefully ob- 
served dietary treatment for a year with only 
slight relief. In all these cases the pyloric end 
of the stomach was removed according to the 
Billroth No. 2 method. All of these cases have 
obtained complete symptomatic relief and x-ray 
examination of the stomach after operation 
showed the remaining stomach emptying rapidly 
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into the jejunum, with no evidence of ulceration. 
Repeated examination in Cases 2 and 3 two 
years after operation shows no evidence of ul- 


cer. 

Cases 5, 6 and 7 are quite different in the 
nature of the pathological changes. In these 
cases the ulcerative process involved most ot 
the pyloric end of the stomach. The ulcers were 
relatively large, irregular in outline, and shal- 
low. The entire pyloric end of the stomach 
showed the manifestations of a marked and 
moderately acute inflammatory process. The 
preoperative x-ray examination showed a condi- 
tion similar to that found in cancer. In Cases 
5 and 6 there was a definite palpable mass. Ail 
of these patients had syphilis. In Cases 5 and 6 
a diagnosis of syphilis of the stomach had been 
made in the syphilitic clinic, but in neither of 
these cases was relief obtained by antisyphilitic 
treatment. In fact, in Case 6, symptoms refer- 
able to the stomach appeared after 2 years of 
continuous intensive treatment for syphilis. In 
all cases the preoperative findings were such as 
to suggest cancer of the stomach. At the time 
of operation the entire pyloric end of the stomach 
showed such marked pathological changes that 
it seemed improbable that this portion of the 
stomach could ever recover its normal function 
even if the ulceration were not due to cancer 
and its cause could be removed. Simple gastro- 
enterostomy could have been performed only if 
the opening in the stomach were placed at a 
great distance from the pylorus. 

Case 8 is included only for the purpose of il- 
lustrating a question which must be considered 
in every instance of ulceration of the stomach. 
This patient was a male 57 years old who had 
suffered with epigastric pain for 2 years. When 
the symptoms began a diagnosis of ulcer of the 
stomach was made. Dietary treatment was be- 
gun and rigidly followed for a year with partial 
telief. Before operation x-ray examination 
showed a definite ulcer on the posterior stomach 
wall near the lesser curvature. At the time of 
operation, even after the pyloric end of the 
stomach was removed, the nature of the ulcera- 
tive process remained to be determined by mi- 
croscopic examination. The importance of be- 
nign ulceration of the stomach as an etiological 
factor of cancer will probably not be known un- 
til the cause of cancer is discovered. There is, 
however, no doubt that it is frequently difficult 
to determine which pathological process is ac- 
tually present. I am inclined to believe that the 
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chances of benign ulcer becoming cancer are no 
greater than the chances that the supposed be- 
nign ulcer is in reality cancer. 

The operative mortality associated with par- 
tial gastrectomy is also a subject of considerable 
discussion. A comparison of the most recent 
reports leads one inevitably to the conclusion 
that there is little to be gotten from comparison 
or summation of the statistical reports of differ- 
ent clinics. From my own experience I do not 
consider the possible operative mortality of par- 
tial gastrectomy as being sufficiently great to 
constitute a reason for substituting for it in any 
particular case some other procedure presumably 
of less immediate risk and less chance of ulti- 
mate cure. 

We have performed this operation during the 
past five years in 19 instances from the wards 
of the Vanderbilt University Hospital without 
a death, and only one postoperative pulmonary 
complication, which was not severe. 


We believe it is unwise to make use of only 
one particular method of partial gastrectomy. 
If partial gastrectomy is to be done, a large 
amount of the stomach should be removed, even 
though the lesion is relatively near the pylorus. 
If the stomach is of the high, transverse type, 
or the ulcer is far removed from the pylorus, so 
little of the lesser curvature is left that it is 
difficult as well as undesirable to suture the 
end of the divided stomach to the side of the 
jejunum, and the Billroth No. 2 method should 
be used. On the other hand, if the stomach is of 
the long, fish hook type, and the ulcer is not 
near the cardia, it is more convenient to suture 
the end of the stomach to the side of the jeju- 
num. In all instances we have preferred to 
make the gastrojejunostomy posterior to the co- 
lon. The incision in the mesocolon should be 
carefully sutured to the wall of the stomach, suf- 
ficiently high to have the gastrojejunal anasta- 
mosis placed well below the mesocolon. 


SUMMARY 


There is no method of treatment suitable to 
all cases of gastric and duodenal ulcer. We be- 
lieve more progress would be made if these cases 
were studied in groups determined by the char- 
acteristics of the pathological processes instead 
of studying them in groups determined by the 
various methods of treatment applied. 

The results obtained in the patients reported 
in this paper indicate that partial gastrectomy 
is a suitable method of treatment for chronic 
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deep callous ulcers on the lesser curvature suffi- 
ciently far removed from the pylorus to cause no 
obstruction, and for extensive ulcerative proc- 
esses involving a relatively large portion of the 
pyloric end of the stomach. 


The fact that extensive ulceration and _ in- 
flammatory disease of the pyloric end of the 
stomach has in each instance been found in pa- 
tients with syphilis suggests a specific etiology 
for this variety of gastric ulcer. 


The fact that antisyphilitic treatment seems 
to be ineffective in these cases is opposed to 
the assumption that the pathological changes 
in the stomach were due wholly to syphilis. 


Partial gastrectomy produces a constant result 
as regards the relation existing between the 
stomach and the jejunum. The remaining stom- 
ach pouch empties ingested material quickly into 
the jejunum. 


DISCUSSION (Abstract) 


Dr. I. M. Gage, New Orleans, La—As we all know 
from the recent literature, the subject of gastric sur- 
gery, especially that dealing with gastric ulcer, is cer- 
tainly not completely written. Dr. Brooks has sounded 
a note of warning against the indiscriminate application 
of different surgical procedures for peptic ulcer of the 
stomach with complete disregard of type and loca- 
tion. 

The methods of treating gastric ulcer can be con- 
veniently divided surgically into two groups: group 1, 
the operations devised to relieve sphincter disturbances 
and the operations that short circuit the food around 
the ulcer, which also have a tendency to decrease the 
acidity; and group 2, the operative procedures that 
attack the ulcer directly, or remove that part of the 
stomach susceptible to ulceration and which secondarily 
decrease the acidity. 

With the revival of the acid theory of gastric ulcer 
by Buechner, who states that “ulcers arise in the areas 
of activity of the gastric juice, whereas the area of 
production possesses by nature a relatively high power 
of resistance.” This theory he also applies to the de- 
velopment of duodenal ulcer, ulcer in Meckel’s divertic- 
ulum and the lower end of the esophagus. If this is 
true, it certainly calls for a surgical procedure to re- 
duce the acidity and at the same time remove that part 
of the stomach susceptible to ulceration. 


Nicolaysen has reported the finding of follicular gas- 
tritis in cases that have presented symptoms of gastric 
ulcer without finding the presence of ulcer at operation. 
He has shown that follicular gastritis is present in prac- 
tically 100 per cent of cases of gastric ulcer. Whether 
the gastritis precedes the development of ulcer or de- 
velops after the ulcer is established is prob'ematic. 
That the first premise is probably correct is substanti- 
ated by the reports of both Konjetzny and Fitzgerald. 
They report cases that have presented the symptom- 
atology of gastric ulcer for some time in which no evi- 
dence of ulceration was found at operation. They re- 
sected the stomachs, found typical follicular gastritis 
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without ulceration and the patients were entirely relieved 
of their symptoms. 

If the work of the above authors is correct, we can 
understand why the simpler methods advocated for the 
surgical treatment of gastric ulcer have not given the 
desired results. With the constant accompaniment of 
follicular gastritis with gastric ulcer and the symptoms 
of gastric ulcer produced by follicular gastritis without 
ulceration, it seems to me that the best method of 
treating this type of lesion is the one shown by Dr. 
Brooks; that is, subtotal gastrectomy by the method 
of Billroth, No. 2. 

Subtotal gastrectomy removes the ulcer bearing area 
of the stomach along with the area affected by gas- 
tritis which is susceptible to ulceration. This procedure 
also lowers or completely inhibits the secretion of hy- 
drochloric acid, which is desirable, as it may be the 
etiological factor in the production of ulceration as re- 
cently shown by Buechner. 


There is a postoperative complication that may fol- 
low gastric resection which has a very important bear- 
ing on the prognosis and on the patient’s well being, 
that is, the occurrence of an anemia, which may be mild 
or severe. The occurrence of the anemia is probably 
dependent on the presence of a very low acidity or, as 
has been shown in most cases, to be due to an ach- 
lorhydria. Ivy and his collaborators were able to col- 
lect 36 cases of pernicious anemia from the literature 
that had a definite achlorhydria before the develop- 
ment of the anemia. As a few cases of pernicious 
anemia have followed gastric resection, we must keep 
these patients under observation for years with fre- 
quent check-ups on their gastric secretion and the ac- 
tivity of their hematopoietic system. 


Dr. J. A. Danna, New Orleans, La—I should like to 
emphasize the point that we should not stick to a par- 
ticular standard operation in the treatment of gastric 
and duodenal ulcer. 


We should be sure before doing any operation that 
the duodenum is perfectly free, not dilated or hyper- 
trophied. If it is dilated there is obstruction farther 
on, the suture line will be in jeopardy and perhaps 
the operation will not succeed. 


Dr. J. M. T. Finney, Baltimore, Md.—The older one 
gets and the more experience one has, the more one 
wants a good reason for doing any surgical operation. 
Perhaps this is the caution or perhaps natural inertia 
that comes with advancing years. 


In studying the question of stomach surgery, we should 
keep constantly in mind the fact that duodenal ulcer 
tends naturally to get well and, therefore, that it is not 
necessarily a very serious menace to the life of the 
patient. It is only the accidents that may happen 
now and then in a relatively small percentage of cases, 
perforations, hemorrhages, obstructions, that make the 
thing serious from the point of view of the patient's 
life. 


A great deal of discomfort and disability, however, 
may go with it and must be taken into consideration. 

I am in entire accord with Dr. Brooks’ insistence 
against too great generalization in the choice of opera- 
tion. This tendency is one of the great faults in sur- 
gery. Each case should be looked upon as an individual 
problem, and no decision should be made as to what 
one will do surgically in the particular case under con- 
sideration until one has opened the abdomen and made 
a thorough survey of the conditions present. Then, 
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and not until then, is the time to decide on what one 
is going to do and the particular method one is going 
to follow. I want to advocate the use, so far as 
practicable, of the measures which preserve more nearly 
the original conditions. The least disturbance that one 
makes in the normal relation of the different structures 
by an operative measure, the better. This means, of 
course, that I, personally, prefer operations of the type 
that have to do directly with the pylorus rather than 
a gastroenterostomy. 

Dr. Brooks referred to operations for resection of 
the stomach. These are good in properly selected cases. 
It is, however, a matter of surgical judgment to decide 
just which case one is going to submit to an extensive 
and necessarily mutilating operation. I want to enter 
a protest against doing subtotal resection as a routine 
operation for so simple and comparatively innocuous a 
lesion as duodenal ulcer. There are cases, undoubtedly, 
in which nothing offers quite so satisfactory a result 
as a partial resection of the stomach. In some cases 
of severe hemorrhage resection promises more than any- 
thing else. Gastric ulcer, by reason of its remote po- 
tentiality in the development of carcinoma, may, in 
selected cases, be resected. There are a number of 
conditions where this operation should be a good one, 
but let us be careful in the selection of our case and 
not make use indiscriminately of any one surgical pro- 
cedure. 


Dr. J. Shelton Horsley, Richmond, Va.—According to 
Dr. Sloan, of Bloomington, Illinois, duodenal ulcers are 
usually accompanied by partial obstruction in the ter- 
minal duodenum or first portion of the jejunum, so in- 
stead of operating directly upon the ulcer he removes 
the adhesions around the terminal duodenum and the 
beginning of the jejunum. I have been following Dr. 
Sloan’s suggestion in most operations upon duodenal 
ulcer, too. I have not gone so far as to resort to this 
procedure alone, but have used it in connection with 
pyloroplasty or gastroenterostomy. It seems probable 
that secretions of gastric juice probably not fully neu- 
tralized and retained unduly in the duodenum might 
tend to prevent the healing of a duodenal ulcer. 


There is undoubtedly a certain percentage of gastric 
ulcers that become cancerous. Just how large this per- 
centage is has not been definitely determined, probably 
about 20 per cent. Even though this constitutes a mi- 
nority of gastric cancers, it would seem wise to bear 
these facts in mind in the treatment of gastric ulcer. 


It would be interesting to know whether the subse- 
quent anemia that occasionally occurs after partial gas- 
trectomy occurs equally after the Billroth 1 and the 
Billroth 2 type of operation. I prefer a modification 
of the Billroth 1 operation that I have been doing for 
several years. Theoretically it would seem that if gas- 
tric juice affords some stimulant to the duodenal mu- 
cosa, which is important, the Billroth 1 would be pref- 
erable. It would be interesting to know if Dr. Brooks 
has any statistics bearing upon this problem. 


Dr. Brooks (closing) —The reason for the report of 
these patients is, after all, nothing more than to create 
an opportunity for emphasizing the statement that I 
Seriously object to the setting up of any routine pro- 
cedure for the treatment of gastric and duodenal ulcer, 
Whether it be non-operative or operative; and if opera- 
tive, to any particular sort of an operation. 

A short time ago during a visit to several of the 
Surgical clinics of Continental Europe I was very un- 
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favorably impressed with the routine extensive gastrec- 
tomy for simple duodenal ulcer. At home I am equally 
non-sympathetic with the statement that gastroenteros- 
tomy is the operation of choice in all instances of peptic 
ulcer. I wish to repeat a statement made by Dr. Fin- 
ney, that there is occasionally a duodenal ulcer which 
is suitable for partial gastrectomy; but I wish also to 
state that in the Department of Surgery of Vanderbilt 
Hospital during the past six years there have been 
only two instances of partial gastrectomy for duodenal 
ulcer, and if I had to do it over again, there would be 
only one. 

In answer to Dr. Horsley’s remarks I wish particu- 
larly to be clearly understood as regards my statement 
concerning the relationship of gastric ulcer to gastric 
cancer. I have never encountered a single instance in 
which I was absolutely certain that a benign ulcer had 
become a malignant ulcer; but I have encountered sev- 
eral instances in which I have excised an ulcer of the 
stomach which I believed was benign and which, on 
later examination, showed itself to be malignant. 


The single statement which I am attempting to em- 
phasize is as follows: the pathologic changes and the 
clinical manifestations of ulcerations of the stomach 
and duodenum, as well as perhaps the etiological factor 
of these ulcerations, vary too much for there to be any 
single form of treatment suitable to all cases. I believe 
knowledge concerning these conditions could be best 
promoted by analyzing the results of treatment on the 
basis of differentiation by pathological changes and 
clinical manifestations rather than on the basis of the 
treatment instituted. 


NEURO-ANEMIC SYNDROME* 


ADDISON-BIERMER TYPE OF ANEMIA WITH INCIPIENT 
. FUNICULAR MYELOPATHY TREATED BY PAREN- 
TERAL ADMINISTRATION OF LIVER EX- 
TRACT (GANSSLEN; CASTLE) 


By Lewettys F. Barker, M.D., 
Baltimore, Md. 


The case reported here (from the service of 
Prof. M. C. Pincoffs) illustrates the combina- 
tion of neurological disorder and blood dyscrasia 
often met with in pernicious anemia, somewhat 
peculiar in that the disturbances have become 
manifest at a much later period in life than 
usual and interesting in connection with a 
newer method of administration of liver extract, 
which promises not only to decrease the cost 
of treatment, but also highly to increase its 
efficacy. 

CLINICAL HISTORY 

Robert B., age 61, a white laborer, complained “of 

weakness, of tiring easily, of coldness and numbness 


of the feet and hands, of inability to urinate freely, and 
of giving way of the ankles on walking.” 


*Received for publication November 20, 1931. 
*Abstract of Clinic to Physicians, given by invitation, at the 
University of Maryland Medical School. 
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Present Iliness—The symptoms began two and a 
half months before, when the patient began to notice 
difficulty in voiding urine and had to rise from one 
to eight times each night to pass urine, with burning 
at the external meatus and a little dribbling. In addi- 
tion, there was constipation and tenesmus, numbness of 
the feet, lower legs, hands, and lower half of the fore- 
arms, a feeling of cold in all four extremities, maximal 
during the night, inability to put his finger on an ob- 
ject accurately, a tendency to bump his hands against 
objects and to bruise them, and on putting his hand 
to his face he sometimes puts a finger in his eye. Be- 
sides clumsiness, there has been marked weakness and 
fatiguability. 

Six weeks previously he lost the sense of taste, his 
appetite had become impaired, and he had nausea when 
he tried to eat. He has been dizzy occasionally, has 
had headaches, and sleep has been disturbed. There 
has been some difficulty in control of the anal and the 
vesical sphincter. 

Dyspnea has been marked during the past few months 
and he has noticed slight swelling of the ankles. 

He has always been slender, but has lost much weight 
during the past 18 months. 

Previous History —Besides ordinary diseases of child- 
hood, he had a severe influenza in 1918, but otherwise 
has always been healthy. 

He drank half a pint of whiskey weekly most of his 
life, but recently has been a total abstainer. 

The family history was essentially negative; there 
was no similar disease in his family. 

Status Praesens—The patient is obviously emaciated 
(44 pounds under calculated ideal weight); asthenic 
habitus; mental state clear. 

There is marked pallor of skin and mucous mem- 
branes, but no lemon-yellow tint; pulse rate between 
60 and 90; blood pressure very low; no sign of jaun- 
dice; pupils active; edentulous; no glandular enlarge- 
ment. 

Lungs are negative; the heart somewhat enlarged; no 
heart murmurs. 

The abdomen is retracted; lateral veins are some- 
what distended, but central veins not overfull. There 
are no abdominal tenderness, no abnormal masses, no 
ascites. 

The liver is palpable one fingerbreadth below costal 
margin; the edge of the spleen is felt. The prostate is 
somewhat enlarged and firm, but not nodular. 

Despite the subjective disturbances of sensibility, very 
little objective alterations can be demonstrated, except 
loss of vibration sense below the level of the first lum- 
bar segment. There are no paralyses. There is slight 
dynamic ataxia of the right upper extremity. 

The pupils react promptly; the deep reflexes in the 
upper extremities are normal. The abdominal and cre- 
masteric reflexes are more active on the right than on 
the left. The deep reflexes in the lower extremities 
(knee kicks and ankle jerks) cannot be elicited even 
on reinforcement. Plantar stimulation has not yielded 
dorsal flexion of the great toes, though the Gordon and 
Oppenheim tests have occasionally been positive. 

Laboratory Tests—The urine has shown a tendency 
to fixation of specific gravity at a rather low level, 
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with occasional hyaline casts. 
per cent. 


’Phthalein output is 45 


There is no free hydrochloric acid in the stomach 
contents, even after histamine. The stools are nega- 
tive. 

The red blood count has varied between 1,130,000 
and 1,800,000; white count between 2,400 and 5,400: 
hemoglobin, 30 per cent. Quantitative estimation by 
the Newcomer method reveals 5.0 grams of hemoglobin 
per 100 ccm. In the fresh blood smear there is defi- 
nite anisocytosis and poikilocytosis. In stained smears 
the polymorphonuclear neutrophils have varied between 
60 and 80 per cent; lymphocytes between 20 and 290 
per cent; large mononuclears and transitionals between 
4 and 5 per cent; and a few nucleated red blood cells 
were seen. Reticulocytes varied between 0.3 and 09 
per cent. Platelet count was 195,000. _ Price-Jones 
chart shows strong deviation of diameter of red blood 
corpuscles toward macrocytosis, a large proportion of 
the cells have a diameter between 8 and 10 microns. 
There are many microcytes (2.7 microns) and macro- 
cytes (with diameter as high as 11.7 microns). Color 
index is above 1. Kolmer reaction is negative. 

Cerebrospinal fluid is negative. 

X-Ray Examination (Dr. H. J. Walton) —Lungs 
are negative. Heart in telerontgenogram: M. L. 95 
cm.; M. R. 3.75 cm.; total transverse diameter 13.25 
cm. Transverse diameter of thorax 28.5 cm.; arch of 
aorta 6 cm. 

Ophthalmological Report (Dr. H. F. Graff) —Retinal 
arterioles tortuous; a few small retinal hemorrhages. 

Neurological Report (Dr. I. J. Spear) —The subjec- 
tive feelings of cold and of numbness in the upper and 
lower extremities, the difficulty in voiding urine, and 
the loss of knee jerks and ankle jerks are probably 
referable to spinal cord symptoms dependent upon the 
blood dyscrasia, though pending the full study of the 
patient, the possibility of tabes dorsalis and of cerebro- 
spinal arteriosclerosis should be kept in mind. 


The Anemia.—The pallor was obvious at first 
glance; subsequent study showed that we must 
be dealing with a primary rather than a second- 
ary anemia. The high color index, the anisocy- 
tosis with marked macrocytosis and _poikilocy- 
tosis, are all corroborative of this idea. The as- 
sociated atrophic glossitis, the achylia gastrica, 
and the spinal cord symptoms further support 
the diagnosis of “pernicious” anemia. Other 
anemias that simulate the Addison-Biermer type, 
including the anemia of gastric carcinoma, of 
tropical sprue, and of infestation with Dibo- 
thryocephalus latus seem definitely to have been 
ruled out. 

The Symptoms Referable to the Digestive 
Tract.—Though the patient had not complained 
of sore mouth, he had loss of normal taste sense. 
The edges of the tongue are smooth and atro- 
phied (atrophic glossitis is common in the Addi- 
son-Biermer type of anemia). Since entrance 
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to the hospital a few aphthous ulcers have ap- 


peared. 

There has been nausea (without vomiting), 
anorexia, constipation and achlorhydria gastrica. 
The difficulty in controlling the anal sphincter 
suggests a spinal cord lesion. 

The Myelopathy.—The symptoms have _in- 
cluded distal numbness and a feeling of cold in 
the extremities without objective disturbances of 
sensibility, sphincter disturbances of both blad- 
der and rectum, loss of deep reflexes in the 
lower extremities, and the appearance (recently ) 
of positive Oppenheim and Gordon signs, though 
the Babinski signs have remained negative. Vi- 
bration sense has been abolished in the lower 
part of the body. The muscle sense is not ob- 
jectively impaired, but clumsiness in the use of 


the right hand, inability to touch objects accu- 


rately, and the fact that he sometimes drops a 
plate are strongly suggestive of developing 
ataxia. 

The only two symptoms pointing to the brain 
are the headaches and the dizziness, whereas 
all the other symptoms point to the peripheral 
nerves, to the spinal cord, or to both. The dis- 
tribution of the sensory symptoms, however, and 
the fact that the only objective disturbances of 
sensibility are involvement of the vibration sense 
in a distribution that is spinal rather than neu- 
ral, make it probable that these sensory symp- 
toms depend upon lesions within the spinal cord 
itself (dorsal funiculi). 

The disturbances of motility have not been 
marked. There has been a little incoordination, 
especially of the right upper extremity. The 
loss of deep reflexes in the lower extremities in 
association with positive Gordon and _ positive 
Oppenheim signs and a lessened abdominal re- 
flex on the right have been the main involve- 
ments of the reflex system. 

When we consider all of these symptoms to- 
gether, we are forced to the conclusion that there 
has been some degeneration of the dorsal funiculi 
of the cord and also beginning degeneration of 
the pyramidal tracts in the lateral funiculi; in 
other words, we have to deal with a dorsolateral 
funicular myelopathy. 

_ As everyone knows, this kind of myelopathy 
Is particularly common in association with the 
Addison-Biermer type of anemia, sometimes de- 
veloping coincident with it, sometimes following 
upon it, and occasionally preceding it. It is 
very interesting, however, that the degree of ane- 
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mia and the extent of the myelopathy bear no 
constant relation to one another and in the study 
of the pathogenesis of the anemia and the mye- 
lopathy, we may, some time in the future, find 
the reasons for such discrepancies. 

Symptoms Referable to the Vascular System. 
The blood pressure of this patient has been very 
low, the systolic pressure varying between 76 
and 102 mm., diastolic between 40 and 60. The 
pulse rate has varied between slight bradycardia 
and slight tachycardia. The retinal arterioles 
are somewhat constricted, and Dr. Spear, on his 
examination, pointed out that the dorsal artery 
of the foot did not pulsate on either side and 
that pulsation was diminished in the right pos- 
terior tibial artery. The general peripheral ves- 
sels, however, did not show any marked thicken- 
ing. A definite arcus senilis is visible in both 
corneae. Today, I am able to feel pulsations in 
both posterior tibials and in the dorsal artery of 
one foot, probably because the blood pressure is 
higher now than at the time of Dr. Spear’s exam- 
inations. 

We obviously have to deal here with a decres- 
cent form of atherosclerosis associated with some 
enlargement of the heart, findings that are not 
out of accord with the patient’s age. The mark- 
edly low blood pressure might make one think 
of suprarenal insufficiency, though there has 
been no diarrhea and no pigmentation of the 
skin. It would seem quite likely that the head- 
aches and the dizziness are referable to impair- 
ment of the cerebral circulation, depending either 
upon the low blood pressure or upon some cere- 
bral atherosclerosis. 

Symptoms Referable to the Genito-Urinary 
System.—The difficult urination and the marked 
nocturia made the prostate suspect and, on ex- 
amination, it was found enlarged and firmer 
than normal (chronic fibrous prostatitis with be- 
nign prostatic hypertrophy), a finding also very 
common at his age. The urinary incontinence, 
however, points to the spinal cord and it and a 
part of the difficulty in micturition may be due 
to the funicular myelopathy, as is the disturb- 
ance of the anal sphincter. 

The State of Nutrition —This patient is now 
markedly emaciated and a part of the weight 
has been lost recently. He tells us, however, 
that he has always been slender and undernour- 
ished. He is distinctly of asthenic habitus and, 
as you know, patients of that body-build are 
inclined to undernutrition. The recent loss of 
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weight has probably been due to the increased 
difficulty in eating, owing to nausea and ano- 
rexia. 


DIAGNOSTIC CONCLUSIONS 


In view of all the findings and after a survey 
of the data accumulated, it seems justifiable to 
make the following multi-dimensional diagnosis: 

(1) Addison-Biermer type of anemia with oligocy- 
themia, anisocytosis and poikilocytosis, high color in- 
dex and leucopenia as well as relative increase in the 
small mononuclear elements in the differential count. 

(2) Achlorhydria gastrica, with anorexia, nausea and 
constipation. 

(3) Atrophic glossitis and loss of the sense of taste, 
with slight aphthous ulceration. 

(4) Funicular myelopathy, with subjective numbness 
and coldness in the distal parts of all four extremities, 
loss of the vibration sense in the lower part of the 
body, disturbance of coordination in the right upper 
extremity, loss of the deep reflexes in the lower ex- 
tremities, positive Gordon and Oppenheim signs point- 


ing to beginning pyramidal tract degeneration, and dis- 
turbance of both the anal and the vesical sphincter. 


(5) Benign prostatic hypertrophy and chronic prosta- 
titis. 


(6) Decrescent atherosclerosis with arterial hypoten- 
sion and with diminished pulsations in the vessels of 
the feet. 


(7) Undernutrition (forty pounds underweight) in a 
patient of asthenic habitus. 


RECENT IMPROVEMENT IN THE TREATMENT OF 
THE ADDISON-BIERMER TYPE OF ANEMIA 


Without discussing the theories of pathogen- 
esis of pernicious anemia, or the general treat- 
ment with liver, liver extract, dried stomach, 
hydrochloric acid, and removal of infections, a 
few comments upon some of the newer develop- 
ments in therapy may be in place. 

In a recent article Dr. A. F. Hurst returns to 
an idea that he has long promulgated, namely: 
that pernicious anemia depends upon the achlor- 
hydria gastrica. He reports that he has been 
able, in certain cases in which the achlorhydria 
was due to gastritis, to secure a return of the 
acid secretion by morning lavage with dilute 
solution of hydrogen peroxide (1 dram to 1 
pint). It is his opinion that, in such cases, if 
the anemia be overcome by liver preparations 
and foci of infection be removed, the patient 
can continue well and have no anemia and no 
funicular myelopathy even if the liver treatment 
be discontinued. 

Though it will be interesting if this view of 
Dr. Hurst’s is corroborated, we must bear in 
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mind that the achylia gastrica in most cases 
in which pernicious anemia and funicular mye- 
lopathy develop, is not secondary to a gastritis 
but represents a constitutional deficiency. Ip 
these cases of constitutional inferiority of the 
stomach it is not probable that the acid secre 
tions could be restored by lavage with hydrogen 
peroxide solution. 


The most important new development in the 
treatment seems to me to be the introduction 
of liver derivatives by parenteral routes. Here, 
in the Johns Hopkins Hospital, we have been 
securing good reticulocytic response with intra- 
muscular injections of liver extracts. Gansslen 
of Tubingen has used intramuscular injections of 
a special extract of liver that he has prepared. 
On giving 2 cm. daily (corresponding to only 5 
grams of liver!) he has stimulated the develop- 
ment of reticulocytosis and the restoration of 
the blood as rapidly as was possible before with 
extracts of liver given by the oral route in fifty 
times the quantity (measured as liver sub- 
stance). Think what an enormous step forward 
will have been made if Gansslen is right in this 
matter. 

Gansslen reports, too, that cases of pernicious 
anemia that were recalcitrant to oral adminis- 
tration of liver and liver extract have responded 
surprisingly well to treatment by his new extract 
administered by the parenteral route, and he as- 
sumes that, in all probability, the difference lies 
in the fact that his liver extract thus adminis- 
tered can be utilized by the body, whereas the 
liver preparations given by mouth are, in s0- 
called “liver-resistant” cases, not absorbed by 
the intestines. And, finally, Gansslen states that 
these intramuscular injections of his liver ex- 
tract have been particularly efficacious in caus- 
ing great improvement in the symptoms de- 
pendent upon the funicular myelopathy. 

In another recent paper Victor Schilling, of 
Berlin, asserts that Gansslen’s extract is funda- 
mentally better than any yet introduced. Schil- 
ling had observed, as we had here in America, 
that to get the best effects upon the nervous 
components of the disease it had been neces- 
sary to give some natural liver in addition to 
the liver extracts used. But Gansslen’s extract 
seemed to be just as effective as natural liver 
substance in combating the funicular myelopa- 
thy. 

Schilling goes even further and asserts that 
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there is a “striking improvement in the total 
state” of the patient. Its administration is fol- 
lowed by an increase in the feeling of strength, 
an improvement of the general appearance, an 
increased turgor of the tissues, a heightening of 
the capacity for work and an elevation of the 
general mood. These other changes were espe- 
cially noticeable in older dispensary patients, who 
still had residual symptoms (paresthesias, emo- 
tional depression, anorexia, emaciation, pallor) 
despite an intake daily of 250 grams of natural 
liver (or combinations of natural liver and liver 
extract) that had raised the hemoglobin per- 
centage to 90 or even to 110 per cent and the 
red count to from 4% to 5% millions. Gans- 
slen, in view of the remarkable general effects of 
his new extract, had at first thought of an in- 
sulin-like action, but further studies have shown 
that the effects are not identical with those of 
insulin, since there is no change in the blood- 
sugar curve. Nevertheless, the glycogen sup- 
plies of the liver are well utilized (as with in- 
sulin) so that the appetite increases. This same 
effect can be produced by Gansslen’s extract 
in persons who are run down from _ various 
causes but do not suffer from pernicious ane- 
mia. In very torpid anemias of constitutional 
origin, however, with a blood-picture resembling 
that of pernicious anemia, and so called by some 
(despite the low color index, absence of glos- 
sitis and presence of free hydrochloric acid in 
the stomach contents), Gansslen’s extract is not 
effective; Schilling assumes, probably correctly, 
that these are not true cases of the Addison- 
Biermer type of anemia. 

Very recently, Isaacs, Sturgis and their as- 
sociates at the Simpson Institute of the Univer- 
sity of Michigan have produced a liver extract 
said to be about thirty times as efficacious as 
other extracts and suitable for intravenous ad- 
ministration. From four to six injections bring 
the blood in pernicious anemia back to normal 
and thereafter injections once a month maintain 
normal counts. 

Castle and Taylor in Boston have made use 
of intravenous injections of fraction G (a spe- 
cial liver extract originally separated by Cohn, 
Minot and their associates) dissolved after wash- 
Ing with ether in physiological salt solution, 
filtered, and sterilized by boiling for five min- 
utes. This preparation has the objection that 
It causes a decided fall in blood-pressure, but 
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Castle and Taylor found that, both in animals 
and man, this solution can be used with com- 
parative safety if it be injected not more rap- 
idly than at a rate of 2 c. c. per minute. They 
were surprised at the astonishing efficacy of this 
intravenous injection, for in two patients with 
pernicious anemia they got, on the fifth day, 
maximal reticulocyte responses of 27.8 and 25.4 
per cent, respectively, and a gain within ten 
days of a million red cells. 


Others in Boston have been working with 
intravenous injections of various extracts, as 
well as with crystalline quinine salts of an acid 
present in liver. It is probable that before long 
we shall know the precise chemical nature of 
the effective principle of liver and possibly chem- 
ists may learn how to synthetize it! 


Pending better knowledge, I would warn, as 
yet, against intravenous injections of liver ex- 
tracts, except in cases that are refractive to 
large doses of liver and liver extract given by 
mouth. Luckily, Castle and Bowie have shown 
us methods of supplying potent liver substances 
for oral administration that are very inexpen- 
sive, so that even impecunious patients need no 
longer be deprived of the benefits of liver ther- 
apy. 
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ABDOMINAL SYMPTOMS IN MANIFEST 
HEART DISEASE* 


By Emmet F. Horine, M.D.,7 
and 
Morris M. Wess, M.D.,¢ 
Louisville, Ky. 


The old clinical maxim still holds true: 
“When the patient complains of his stomach, 
think of his heart.” The opposite is likewise 
admitted. Several excellent papers, particularly 
those of Friedenwald' and Riesman,? stressing 
the close relationship of the heart and stomach, 
have appeared. Texts on gastrointestinal dis- 
eases discuss this relationship in a general way. 
This study will stress the importance of certain 
special symptoms and problems which are en- 
countered in manifest heart disease, but which 
primarily may attract the attention of the gas- 
troenterologist. 


Cabot,’ in an analysis of 15,309 patients com- 
plaining of digestive disturbances, found that 
non-gastric causes were present in 12,612 and 
actual gastric disturbances in only 2,697. Head- 
ing the list of non-gastric causes for digestive 
disturbances were 2,922 patients with heart fail- 
ure, while tuberculosis came second with 1,929. 
Thus it is apparent that many heart patients 
have primarily, as their chief complaint, some 
digestive disturbance. 

The frequent coincidence of gall-bladder and 
heart disease in the same patient has attracted 
the attention of clinicians. Attacks of angina 
pectoris often follow on a full meal. 

Babcock* has emphasized the injurious effect which 
chronic gall-bladder disease is supposed to have on the 
heart and believed that drainage of the diseased gall- 


bladder could relieve the cardiac lesion. Graham et al5 
state: 


“The myocardium may be seriously damaged by 
acute cholecystitis and a patient who already has a 
chronic myocarditis may show a marked arrhythmia 
and even evidences of decompensation as a result of an 
attack of acute inflammation of the gall-bladder.” 
And again they say: 

“We have observed brilliant results in cases of heart 
disease following cholecystectomy in which cholecys- 
tography had revealed a pathological-bladder.” 

Roberts® states that in middle or old age heart failure 


*Read in Section on Gastroenterology, Southern Medical Asso- 
ciation, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 

tAssistant Clinical Professor of Medicine, School of Medicine, 
University of Louisville. 

tClinical Assistant in Medicine, School of Medicine, University 
of Louisville. 


or angina pectoris may be produced by a diseased gall- 
bladder. He believes that the chronic infection in the 
gall-bladder, acting as a focus of infection, is the re- 
sponsible agent for the damage in the heart. Schwartz 
and Herman’ found that 63 per cent of 109 patients 
with chronic cholecystitis had associated myocardial 
disease against 41 per cent of control cases. They con- 
clude that the infected gall-bladder and coincidental 
obesity are equally responsible for the myocardial dam- 
age of patients with- chronic cholecystitis. Tennant 
and Zimmerman® made a statistical study of the rela- 
tion of the gall-bladder lesions and heart lesions in 
1,600 consecutive autopsies. Definite association be- 
tween the occurrence of heart disease in general and 
gall-bladder disease was found. There was a significant 
association between gall-bladder disease and arterio- 
sclerotic heart disease in the whole series studied. 
However, there was apparently no unusual association 
between the occurrence of the two lesions in an age 
period in which most of the instances of each lie. Com- 
plete dissociation was observed between myocarditis and 
gall-bladder disease. According to Crohn, myocar- 
dial degeneration may result from gall-bladder disease 
by the absorption of toxic infectious products. Recently 
Luten!9 has suggested that gastrointestinal disturbances 
by reflex vasoconstriction may lessen coronary flow 
enough to cause angina pectoris or to precipitate coro- 
nary occlusion. 

Leech1! on the other hand studied 116 operative pa- 
tients with gall-bladder disease with reference to asso- 
ciated heart lesions. The mortality was not different 
from the general operative mortality in the same hos- 
pital. He concluded that there is no definite relation- 
ship between gall-bladder disease and disease of the 
cardio-vascular system other than an incidental one 
that is to be expected with a series of patients of the 
same age. 


It is also our opinion that gall-bladder dis- 
ease, aside from reflex disturbances in the car- 
diac rhythm which will be later discussed, can- 
not produce organic heart disease. If a patient 
with gall-bladder disease has a heart lesion other 
factors than the gall-bladder are responsible for 
it. We have never met with the entity de- 
scribed as the “gall-bladder” heart. It is true 
that an individual suffering from angina pec- 
toris can have attacks of angina precipitated by 
a gastrointestinal disorder just as excitement or 
exertion may initiate such an attack. But if 
anginal-like symptoms permanently disappear by 
removal of a diseased gall-bladder, such a pa- 
tient probably did not have angina pectoris. 
The pain was from the gall-bladder and not 
cardiac in origin. Too often the reverse mistake 
is made. The patient suffers an attack of an- 
gina pectoris or coronary thrombosis which is 
labeled “acute indigestion.” 

It is well known that the pain accompanying 
a coronary thrombosis may be localized in the 
upper abdomen. At times the patient may even 
state that the pain is more severe on the right 
than on the left side. Here it is that extreme 
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care must be exercised if the calamity of an 
operation is to be avoided. Careful questioning 
will often elicit a history of similar painful at- 
tacks in the past brought on by effort or ex- 
citement. Both fever and leucocytosis are pres- 
ent in coronary thrombosis as in an acutely in- 
fected gall-bladder. The patient with a coro- 
nary occlusion will often present a picture of 
rather pronounced shock with an ashen gray 
color and profuse sweating, whereas the uncom- 
plicated gall-bladder case does not show any 
real shock. With the coronary accident a 
marked fall in blood pressure is the rule. Sig- 
nificant electrocardiographic abnormalities such 
as T-wave negativity with upward convexity of 
the S-T interval and aberration of the Q-R-S 
complexes aid materially in establishing a diag- 
nosis of coronary thrombosis. It is our firm 
conviction that at least some of the shock and 
collapse reported as accompanying or following 
gall-bladder surgery is the result of operating 
upon patients with coronary thrombosis. A cer- 
tain small percentage of those coronary cases 
mistakenly operated upon survive. We have 
records of at least a dozen patients with coro- 
nary occlusion who have consulted us with a 
history that they had been previously operated 
upon for a supposed gall-bladder involvement, 
but that the gall-bladder neither contained 
stones nor presented evidence of real disease. 
The symptoms persisted so that they finally 
came or were referred to us and unmistakable 
electrocardiographic evidence of coronary in- 
volvement was obtained. 

A particularly confusing picture in coronary 
thrombosis is that accompanying occlusion of a 
branch of the right coronary. Often the pa- 
tient has been under observation with manifest 
heart symptoms, though occasionally without 
any premonitory signs an attack of substernal 
or upper abdominal pain has been experienced. 
Within a few hours, pain and marked tender- 
ness in the region of the liver will attract the 
patient’s attention. Examination reveals an en- 
larged liver quite sensitive to palpation with, at 
times, even an apparently palpable gall-bladder. 
Unless one has had the patient under observa- 
tion or obtained a careful history a mistaken 
diagnosis leads to a needless operation, which 
frequently terminates in death. Here again 
electrocardiographic observation will be found 
of great value in clinching the diagnosis, though 
the astute gastroenterologist, if he were to ex- 
amine the patient, would recognize the fact that 
something unusual was present. Too often sur- 
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geons operate because of a mere diagnosis of 
an “acute abdomen.” 


Perforated gastric or duodenal ulcer may some- 
times offer problems of a differential diagnostic 
nature with reference to coronary thrombosis. 
The marked early collapse with notable fall in 


.blood pressure, combined with electrocardio- 


graphic abnormalities, will point unmistakably 
to a coronary accident. 


Jaundice, the result of an increase in the se- 
rum bilirubin, is an occasional finding in heart 
disease, unassociated with primary disease of 
the liver or gall-bladder. It most often occurs 
in chronic congestive heart failure with enlarge- 
ment of the liver and is a frequent accompani- 
ment of pulmonary infarction resulting from 
cardiac disease. The jaundice varies in its in- 
tensity and rate of appearance and usually car- 
ries with it an unfavorable prognosis. High 
values of blood bilirubin occurring in cardiac in- 
sufficiency are lowered with improvement in 
compensation,!* but the mortality is directly 
proportional to the height of the serum biliru- 
bin.18 

While the distribution of the jaundice is often 
generalized, it may be limited to the edema-free 
portions of the body as called attention to by 
Meakins.1* Cyanosis may modify and obscure 
the characteristic tinge. 

An increase in the serum bilirubin is respon- 
sible for the presence of the bile pigments in 
the skin in congestive heart failure, but there 
has been no unanimity of opinion as to the 
cause. Chronic passive congestion of the liver 
results in a destruction of the liver cells about 
the efferent veins of a lobule, but both the ob- 
structive and non-obstructive types of jaundice 
as evidenced by the van den Bergh reaction have 
been noted. 

Riesman!5 places the jaundice occurring in the course 
of chronic passive congestion of the liver in the ob- 
structive group, “although the mechanism of congestive 
jaundice is by no means clear. The obstruction of the 
ducts if it exists is intrahepatic.” 

Fishberg!2 found the indirect van den Bergh reaction 
most frequent in cases of cardiac decompensation and 
the clinical evidence against the obstructive type of 
jaundice. He offers the following for the cause of the 
hyperbilirubinemia: 

“In cardiac insufficiency there is an increased de- 
struction of stagnated red blood cells by the reticulo- 
endothelial cells of the various organs, particularly the 
lung, liver and spleen. Anhepatic bilirubin formation 
from the hemoglobin of the red cells thus destroyed 
results in the hyperbilirubinemia, through insufficient 
excretion of bile pigment by the injured liver cells plays 
an accessory part.” 

Meakins!+ attempts to explain the two types of jaun- 
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dice found in circulatory failure. One is the mild type 

of jaundice, non-obstructive, found in circulatory failure 
without pronounced tricuspid insufficiency which gives 
an indirect van den Bergh reaction in the blood serum. 
The stasis of the blood in the liver, due to a slowing 
of the circulation, interferes with bile secretion and 
produces a jaundice analogous to the type found in 
hemolytic jaundice. ‘Here there is either an excess of 
the precursor of the bile pigments produced in the- 
spleen or an inability on the part of the liver to trans- 
form the precursor into bile pigments.” It is in this 
type that any increase in the anoxemic state of the 
liver, such as occurs in pulmonary infarction, would 
accentuate the impairment of hepatic function and in- 
crease the jaundice. The other variety is of the ob- 
structive type found by him in cases of tricuspid in- 
sufficiency, which gives a direct van den Bergh reac- 
tion. The active increase of venous pressure in the 
liver by transmission from the right ventricle produces 
a marked engorgement of the smaller bile ducts and 
the hepatic vessels about the periphery of the lobules. 
“In such a case although the bile pigments are formed 
from their precursor and secreted into the bile capil- 
laries, they are prevented from passing into the larger 
ducts. The bile pigments are then apparently reab- 
sorbed into the hepatic circulation. In such cases it 
would be expected that the direct as well as indirect 
van den Bergh would be positive.” 

Keefer and Resnick!® have discussed and reempha- 
sized the sudden appearance of jaundice or the marked 
increase in the jaundice which occurs after pulmonary 
infarction in patients suffering from myocardial insuf- 
ficiency. This occurs within one to four days after the 
infarction. They believe and prove experimentally 
that anoxemia which is caused by pulmonary and cir- 
culatory impairment, resulting from the pulmonary in- 
farction, depresses the excretory function of already 
damaged liver cells to such an extent that the bilirubin 
content of the blood is increased and jaundice appears. 
The chronic passive congestion of the liver found in 
myocardial insufficiency results in impairment of the 
function of the liver cells. The anoxemia further de- 
presses the liver function so that clinical jaundice is 
manifested. 


Rich)? explains the jaundice in cardiac decompensa- 
tion as follows: Anoxemia resulting from chronic passive 
congestion produces an atrophy and diminished excre- 
tory power of the central cells of the liver lobules. 
This, together with the increased bilirubin formation 
(evidenced from the presence of an increased amount 
of this pigment in the blood, coupled with an increased 
amount of urobilin in the stool and urine) which the 
insufficient liver is called upon to excrete results in a 
“retention” type of jaundice. The p!asma gives the 
indirect van den Bergh reaction, the stools contain an 
increased amount of urobilin and the urine contains an 
increased amount of urobilin but no bilirubin or bile 
salts. In severe and protracted cases of chronic passive 
congestion, however, or in cases complicated by pul- 
monary infarction, actual necrosis of the central cells 
not infrequently occurs. When this happens to a 
marked enough degree there is a rupture of the canal- 
iculi and the characteristics of the “regurgitation” type 
of jaundice make their appearance. The reaction of 
the plasma bilirubin changes from indirect through the 
diphasic stage to direct, the stoo’s contain less urobilin 
than normally and the urine contains bilirubin and bile 
salts. Thus from the plasma reaction together with 
pigment content of stools and urine one can follow in 
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chronic passive congestion of the liver the damage to 
the liver cells from simple atrophy to necrosis. 

Barron!8 places cardiac jaundice in the non-obstruc- 
tive class. He explains the frequency, evolution and 
appearance of the jaundice as follows: ‘“Anoxemia 
(which he believes is responsible for the necrosis of 
the liver cells found in chronic passive congestion of 
the liver) must be present over a long period in order 
to produce sufficient liver damage. The anoxemic con- 
dition of the liver caused by chronic passive conges- 
tion produces an insufficiency of the liver cells and 
gives rise to a hyperbilirubinemia with an indirect van 
den Bergh reaction. When cardiac failure is compli- 
cated by pulmonary infarcts, the existing anoxemia is 
increased, the damage to the liver cells is suddenly 
exaggerated, and the latent jaundice is transformed into 
clinical jaundice. The van den Bergh reaction becomes 
either diaphasic or direct, depending on the proportion 
of liver cell destruction.” 

Jolliffe!® has studied the liver function in congestive 
heart failure. Clinical jaundice was present in 5 or 2.1 
per cent of 231 patients. Both the obstructive and non- 
obstructive types occurred. The various liver function 
tests were intensely performed in sixteen cases. Fifteen 
had some alteration in liver function. No character- 
istic type of liver dysfunction was noted. No paral- 
lelism could be noted between the degree of heart fail- 
ure and impairment of the liver function in individual 
cases. Patients died showing little alteration in liver 
function. Patients improved who showed marked func- 
tional liver impairment. As a group there was a parallel 
between the changes in liver function and the degree 
of edema and the size of the liver. The liver dysfunc- 
tion was apparently not permanent. 


The correct explanation for the pathogenesis 
of the jaundice in cardiac decompensation de- 
mands further clinical and experimental study. 
It is certain that jaundice may often accompany 
varying degrees of heart failure. Moreover, un- 
less one has the possibility of jaundice of car- 
diac disease constantly in mind, its dramatic ap- 
pearance following pulmonary infarction might 
confuse the internist. 

Neurogenic disorders of cardiac rhythm, such 
as premature contractions, paroxysmal tachy- 
cardia, bradycardia, sinus tachycardia and 
auricular flutter and fibrillation may _ re- 
sult from gastrointestinal disorder or dis- 
ease.2°°122 Their occurrence during the acute 
stage of the illness and subsequent disappear- 
ance following cholecystectomy, appendectomy 
or the correction of the abdominal dysfunction 
are suggestive proof of the etiological associa- 
tion. Various explanations have been offered to 
account for the mechanism whereby the gastro- 
intestinal disorders could influence the cardiac 
rhythm. Mechanical pressure by a distended 
stomach or colon may be responsible. Toxemia 
arising in septic foci within the abdomen may 
initiate the arrhythmias.?* 


Pearcy and Howard?’ discount the mechanical theory 
and prove experimentally that the disturbances are 
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reflex in origin. In anesthetized dogs, poisoned by 
barium chloride and digitalis, they were able to produce 
premature contractions and disturbances in the R-T 
interval of the electrocardiogram by stimulation of the 
various abdominal viscera. They believe that the car- 
diac disorders are due to increased sympathetic activ- 
ity on the heart plus preliminary cardiac poisoning and 
are not due to reflexes over the vagus nerves because 
the vagi were cut and they could not be produced 
when the sympathetics were cut while the vagi were 
intact. They suggest that this mechanism explains the 
similar cardiac disturbances occurring in gall-bladder 
disease and appendicitis. The reflex pathway is over 
the visceral afferent nerves to the cord and over the 
sympathetic efferent nerve fibers to the heart. Buch- 
binder24 suggests that the abnormal rhythms accompa- 
nying certain cases of cholelithiasis without frank jaun- 
dice may be reflex phenomena through the vagus with 
the gall-bladder as a focus of visceral sensory stimula- 
tion. 


Dysphagia in heart disease may result from 
compression of the esophagus by an aneurysm 
of the aorta, congenital anomaly of the great 
vessels or an enlarged left atrium. The close 
anatomic relations of the esophagus to the heart 
and great vessels readily explain this. Dyspha- 
gia resulting from an aneurysm has long been 
appreciated, but compression and displacement 
of the esophagus by enlargement of the left 
atrium has been only recently stressed.2°2® As 
the esophagus passes through the posterior medi- 
astinum and advances into the thoracic cavity 
it comes into contact with the posterior portion 
of the pericardium and the underlying left 
atrium.” In mitral stenosis the enlargement of 
the left atrium causes displacement and com- 
pression of the esophagus. The esophagus is 
deviated to the back, usually to the right and 
rarely to the left. This can be well visualized 
on the fluoroscopic screen when the patient is 
in the right anterior oblique position and a thick 
barium mixture is swallowed. As the stenosis 
of the mitral valve becomes greater, there will 
be a consequent enlargement of the right ventri- 
cle. This causes the heart to rotate on its verti- 
cal axis from right to left since the sternum and 
costosternal junctions are unyielding. As a con- 
sequence the already hypertrophied left atrium 
is displaced further posteriorly. The esophagus 
is further compressed and its lumen narrowed. 
The dysphagia is increased. Because of this 
close relation of the esophagus to the left auri- 
cle, the stomach tube should be used with ex- 
treme caution in patients with mitral stenosis 
since thrombi already present from the sluggish 
circulation can be readily dislodged from the 
dilated left auricle. 
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SUMMARY 


(1) Certain special symptoms and problems 
which are encountered in manifest heart disease 
but which primarily may attract the attention 
of the gastroenterologist are discussed. 


(2) Gall-bladder disease cannot produce or- 


ganic heart disease. There is no such entity as 
the “gall-bladder heart.” 


(3) Coronary thrombosis may simulate an 
acute surgical abdomen. Occlusion of a branch 
of the right coronary artery may be particularly 
confusing. 

(4) Jaundice occurs in chronic congestive 
heart failure and is a frequent accompaniment 
of pulmonary infarction resulting from cardiac 
disease. The correct explanation for the patho- 
genesis of the jaundice demands further clinical 
and experimental study. 

(5) Various neurogenic disorders of cardiac 
rhythm may result from gastrointestinal disorder 
or disease. 

(6) Dysphagia in heart disease may result 
from compression of the esophagus by an aneu- 
rysm of the aorta, congenital anomaly of the 
great vessels or an enlarged left atrium. 
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DISCUSSION (Abstract) 


Dr. John H. Musser, New Orleans, La—I was par- 
ticularly impressed with the roentgenograms of the 
essayists, which illustrate compression of the esoph- 
agus. That was, to me, something entirely new. I 
never realized or appreciated that enlargement of the 
left auricle could actually cause as complete compression 
as apparently it does. I wonder whether the partial oc- 
clusion that occurs is severe enough to require treat- 
ment. 


The Doctor has spoken of the symptoms that accom- 
pany acute coronary occlusion, and these are, of course, 
familiar to every one. The pain is often in the upper 
abdomen and associated with vomiting, the patient dies 
promptly and the cause of death is put down as acute 
indigestion. 


A thing which should be stressed in coronary occlu- 
sion is the persistence with which the gastric symptoms 
will last. after the initial onset. It is not a question of 
a few hours, or a few days, but weeks and months 
afterwards. The man who has had coronary occlusion 
will suffer with indigestion with remarkable frequency 
although he has never had indigestion before, and it is 
associated with a complete lack, in years afterwards, of 
any evidence of cardiac insufficiency. 

There is another phase of this subject, namely, the 
frequency with which digitalis is withheld from people 
who have heart disease because they have digestive 
symptoms. Time and time again in dealing with a 
patient who has heart disease, which is responsible for 
the gastric disturbance, the doctor will say, “We will 
stop the digitalis, because it is the digitalis which is 
irritating the stomach.” On the contrary, the patient 
needs the digitalis, and the gastric symptoms will clear 
up beautifully if sufficient digitalis is given to relieve 
the passive congestion of the stomach. 


I believe, despite these figures of Dr. Cabot, that al- 
most as many patients who have tuberculosis consult 
physicians for gastric symptoms as for gastric symptoms 
secondary to cardiac disease. These symptoms are very 
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common, and we must always be on the lookout for 
them. Examine the lungs and heart for an explanation 
of many gastric disturbances. 


Dr. Horine (closing)—I am glad Dr. Musser em- 
phasized the importance of coronary thrombosis. Appar- 
ently it is a condition which we meet quite frequently, 
and fairly often there are signs and symptoms which 
will take the patient to the gastroenterologist. Espe- 
cially is it true that an occlusion of a branch of the 
right coronary will simulate an abdominal condition. 


CARCINOMA OF THE PROSTATE: A CLIN- 
ICAL AND PATHOLOGICAL STUDY* 


By J. A. C. Cotston, M.D., 
and 
L. G. Lewis, M.D., 
Baltimore, Md. 


The ultimate prognosis in most cases of carci- 
noma of the prostate is distinctly unfavorable 
on account of the difficulty in making an early 
diagnosis. Anyone familiar with the pathologi- 
cal anatomy of this condition will readily un- 
derstand that when any degree of urinary ob- 
struction has arisen the extension of the growth 
will be found to have progressed beyond the 
limits of the capsule or into the seminal vesicles 
so that a complete removal is impossible. 


Unfortunately, cases suitable for radical re- 
moval of the entire growth are seen compara- 
tively rarely, usually as a result of the demon- 
stration of a nodule in the prostate found on 
routine physical examination. In some few of 
our cases which were subsequently found suit- 
able for the radical operation, early urinary ob- 
struction of varying degree was present. 

Since the founding of the Brady Urological 
Institute, a diagnosis of carcinoma has been 
made in 1,040 cases. Of this number only 36 
cases were found suitable for the radical opera- 
tion, although 58 cases of early carcinoma were 
operated upon with a diagnosis of benign hy- 
pertrophy. 

From a clinical point of view these cases can 
be divided as follows: 


(1) Cases suitable for radical operation 


(2) Cases which are too extensive for radical opera- 
tion, but which have not developed urinary symptoms, 
and 


*Read in Section on Urology, Southern Medical Association, 


Twenty-Fifth Annual Meeting, New Orleans, Louisiana, Novem- 
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(3) Cases which are too extensive for radical opera- 
tion and which have developed varying degrees of symp- 
toms. Group 3 can be further subdivided. 


(a) Those in which symptoms can be relieved by 
radium and x-ray 

(b) Those cases with obstruction which may be re- 
lieved by intraurethral methods, and 

(c) Those cases in which a conservative perineal pros- 
tatectomy is necessary to secure relief. 

A brief consideration of some of the essential 
details of the origin and development of pros- 
tatic carcinoma is necessary completely to corre- 
late the pathological anatomy with these clinical 
divisions. Authorities in this country are for 
the most part unanimous in agreeing with the 
statements of Young and Geraghty that pros- 
tatic carcinoma almost invariably has its origin 
in the posterior lobe. 


Table 1 
OPERATIONS ON PROSTATE GLAND 


* Perineal prostatectomy for benign prostatic hypertrophy... 2550 


Suprapubic prostatectomy for benign prostatic hypertrophy... 250 


Punch operation for bar or contracture... 539 
Radical perineal prostatectomy for carcinoma—-...-.- 36 
Subtotal radical perineal prostatectomy for carcinoma... 14 
Conservative perineal prostatectomy for carcinoma 250 
Perineal prostatectomy (path. diag. 
Punch operation for carcinoma 36 
Suprapubic prostatectomy (path. diag. 2 
Perineal prostatectomy for carcinoma (path. diag. tb.)—. 4 

3751 


The pathological material from 3,176 prostatic 
operations, exclusive of punch operation, has 
been studied. In 356, or 11.2 per cent, of cases 
a diagnosis of malignancy was made. In 35 
specimens removed at radical operation the en- 
tire prostate was available for study and showed 
the posterior lamella involved with carcinoma 
in all cases; the posterior lamella alone was in- 
volved in 10 cases; both lateral lobes in addition 
to carcinomatous involvement of the posterior 
lobe in 12 cases; the posterior lamella and the 
right lobe were involved in 3 cases; the posterior 
lamella and left lateral in 5 cases; in one speci- 
men the entire prostate, including the anterior 
commissure, was involved. 


Table 2 


RADICAL PERINEAL PROSTATECTOMY 
Location of Carcinomatous Growth 


Cases 
Post. lamella without further involvement 9 
Post. lamella with involvement of both lateral lobes... 12 
Post. lamella with involvement of right lateral lobe... 3 
Post. lamella with involvement of left lateral lobe. = 
Post. lamella with involvement of entire prostate... 1 
Post. lamella with invasion of seminal vesicles... 6 


Three hundred and twenty specimens showing 
carcinoma were removed by conservative perineal 
prostatectomy, 14 by subtotal radical prostatec- 
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tomy and 2 by the suprapubic route. Obviously 
there was very little, if any, of the posterior la- 
mella attached so that information as to the 
origin of carcinoma had to be based on the loca- 
tion of involvement of the portion removed and 
on the microscopic study of the specimen. In 
those cases of carcinoma unassociated with be- 
nign prostatic hypertrophy (43 per cent of our 
series) it was difficult if not impossible to form 
an opinion as to the origin of the tumor, since 
there was no false capsule separating the mu- 
cosal or submucosal from the true prostatic 
glands of the posterior lamella. Motz and Per- 
carneau have shown conclusively that all hyper- 
trophies of the prostate arise from mucosal and 
submucosal glands and it is along this line of 
cleavage between the submucosal and the true 
prostate glands that enucleation in prostatectomy 
for benign hypertrophy is accomplished. In the 
57 per cent of cases of prostatic carcinoma as- 
sociated with benign hypertrophy we have found 
the posterior portion of the lateral hypertro- 
phied lobes or the median comissural portion in- 
vaded with carcinoma. These are the portions 
in contact with the prostatic glands of the pos- 
terior lamella. We believe that in all of these 
cases as well as in the 36 cases operated upon 
by radical perineal prostatectomy the carcinoma 
originated in the posterior lamella and from that 
point invaded the hypertrophied lateral lobes. 
There is no evidence in any of our cases that 
carcinoma developed from benign prostatic hy- 
pertrophy. 

A special study was done on 70 cases operated 
upon with the diagnosis of benign prostatic hy- 
pertrophy which proved by pathological exam- 
ination to be carcinoma. Carcinoma was not 
suspected in 44 cases due to lack of sufficient 
induration. Either the carcinoma lay in a thin 
sheet over benign hypertrophy or lay beneath a 
thickened posterior capsule or was so small as to 
avoid detection. In 4 cases a small nodule less 
than 4 cm. in diameter in each case was found 
encapsulated within a lateral lobe of hyper- 
trophy. In 10 cases a soft cellular type of carci- 
noma failed to give sufficient induration because 
of lack of fibrosis. Alveolar carcinoma possibly 
arising in the suburethral glands within hyper- 
trophy was mistaken for benign adenoma in 12 
cases. 


Table 3 
70 CASES OF MISSED DIAGNOSIS 
Cases 
(1) True adenocarcinoma... 44 
(2) Adenocarcinoma in lateral lobe of hypertrophy... “4 
(3) Soft cellular adenocarcinoma without fibrosis... 10 
(4) Alveolar carcinoma 12 


698 


Dossot, in an exhaustive study, states that 
there is a definite relationship between carci- 
noma and adenoma. He distinguishes two dis- 
tinct types: urethroprostatic adenoid, which 
arises from glands of the urethra, and true can- 
cer of the prostate. He is not in accord with 
our view that the majority of malignant pros- 
tatic tumors arise from the posterior lobe. He 
has found that carcinoma and benign adenoma 
are associated in 58.7 per cent of cases of can- 
cer, which agrees with the findings in our series, 
in which this agreement was noted in 57 per 
cent of cases. Our interpretation of this finding 
is that carcinoma and benign hypertrophy may 
occur simultaneously and independently in the 
prostatic gland. We have 16 cases showing can- 
cer in the posterior lamella without evidence of 
any malignancy in the hypertrophied lateral or 
median lobes. In a forthcoming paper, this sub- 
ject will be discussed in detail. 

Irrespective of the academic discussion which 
has arisen as to the origin of prostatic carci- 
noma, its growth, extension and metastasis are 
well understood. With the infiltration of the 
prostate, the base of the seminal vesicles and 
the tissue lying beneath the base of the bladder 
and between the vesicles becomes slowly infil- 
trated. The growth rarely extends beyond the 
apex of the prostate and only very rarely does 
it penetrate through Denonvillier’s fascia to in- 
volve the rectal wall. This well known fact is 
explained by the lack of lymphatics in this thick 
fascial membrane. On account of these anatom- 
ical considerations the extension of the growth 
is limited to the upward direction. 

The rapidity of growth depends on the par- 
ticular type of tumor, and it may be said that 
the more cellular the tumor, the more rapid the 
extension. The question of resistance of tissue 
to the extension of the growth and modification 
of the growth by the type of tissue which is 
invaded is a most interesting one. It is cer- 
tainly true that when the malignant cells invade 
the alveoli they change their character, often to 
a surprising degree, and apparently grow in much 
greater profusion and usually without definite 
morphology. 

In some of the more cellular tumors the 
growth may be extremely rapid and death may 
supervene in a few months with widespread gen- 
eralized metastasis, but in the more common 
type of growth where fibrous tissue is predomi- 
nant the extension is commonly slow and metas- 
tasis late. The seminal vesicles may become 
fully invaded, but in two instances we have 
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noted extension along the vasa before the vesi- 
cles were involved. 


Metastasis occurs at varying times, according 
to the type of tumor. In about 30 per cent 
it is present when the patient is first seen. In 
our series one case has been followed nine years 
and another seven years without the develop- 
ment of demonstrable metastasis. The lymph 
channels extending between the seminal vesi- 
cles and over the sacrum, together with the 
glands along these channels, become first in- 
vaded. Extension to the lumbar vertebrae, sa- 
crum and bones of the true pelvis then becomes 
evident. Later metastatic deposit may be pres- 
ent in the lungs. It is characteristic of pros- 
tatic carcinoma that bone metastases are osteo- 
plastic in type. 

With a clear picture of the pathological proc- 
ess in mind, the symptoms of prostatic carci- 
noma can be readily understood. It will be evi- 
dent that unless carcinoma exists coincidentally 
with benign hypertrophy, urinary symptoms will 
be late in their appearance because such symp- 
toms depend on the involvement of the prostatic 
orifice and base of the bladder. In any event, 
the familiar symptoms which we have learned 
to associate with obstruction at the neck of the 
bladder will first appear and there is usually 
nothing in the history at that time which might 
give one the lead toward the differentiation be- 
tween a benign and a malignant condition. 

Bugbee considers that the sudden onset of 
acute retention in a patient who had previously 
noted mild symptoms of urinary obstruction is 
an indication that malignancy is present. How- 
ever, this same clinical picture is often seen in 
cases of benign hypertrophy, and it has really 
been our experience that acute urinary retention 
in malignant cases only supervenes in the later 
stages of the disease. 

Hematuria, of course, may occur, but the ap- 
pearance of this symptom is also not helpful as 
a means of differentiation, which can be readily 
understood when one keeps in mind the ex- 
treme rarity of ulceration in carcinoma of the 
prostate. Bleeding may also occur, of course, 
from erosion of the engorged vessels, which are 
present in the mucosa over enlarged benign 
lobes, but bleeding has already been shown to 
be less frequent in cancer than in hypertrophy 

in our cases. 

Pain is also an inconstant symptom which 
may occur from involvement of the vesical neck. 
The pain referred along the course of the sciatic 
nerves due to pressure from lymphatic deposits 
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is frequently seen in the later stages of the dis- 
ease. In spite of all educational efforts, many 
cases are first seen only in the latest stages, 
when bone metastasis has become widespread. 
In these unfortunate individuals often severe 
pain is present in the lower spine, pelvis and 
hips. 

There is no necessity to detail the well known 
clinical picture which arises from urinary ob- 
struction due to interference with kidney func- 
tion which may, of course, be seen in both be- 
nign and malignant types. The diagnosis is 
considered exceedingly difficult in the early 
stages and simple when the process has become 
extensive and is based entirely upon the results 
of the rectal examination. But a study of our 
cases shows conclusively that the presence of 
marked induration, even if it involves only a 
small part of the prostate, should be suspected 
and the patient subjected to perineal operation, 
at which inspection, palpation, excision and mi- 
croscopic examination of the suspicious area can 
be carried out, if necessary. The demonstration 
of a nodule usually described as of third degree 
induration or even of stony hard consistency has 
been the basis upon which our early diagnoses 
have been made. Palpation of such a nodule 
upon a sound or cystoscope in the urethra is of 
great help. The differential diagnosis often pre- 
sents great difficulty. A single stone in the 
prostate may simulate a nodule of malignant 
tissue, but can usually be demonstrated by the 
x-ray. In more extensive cases a chronic in- 
flammatory process and tuberculosis must be 
excluded. In our series conservative prostatec- 
tomy has been done in three cases of tubercu- 
losis of the prostate and seminal vesicles in which 
a diagnosis of malignant disease had been pre- 
viously made and in one of our radical opera- 
tions the same mistake occurred. In one of our 
cases both carcinoma and tuberculosis were pres- 
ent. 

Considerable information of value can be ob- 
tained on examination of the internal orifice by 
means of the cystourethroscope. By this proce- 
dure the presence of an hypertrophied lobe may 
be demonstrated, but the presence of such lobes 
will not, of course, exclude the co-existence of 
carcinoma. The involvement of the vesical ori- 
fice itself or of the closely adjacent tissues gives a 
fairly characteristic appearance. The edges of 


the orifice are irregular, reddened, with small 
papillary projections and cyst formation, but ex- 
tremely rarely will one see an actual intravesical 
growth. 


A somewhat similar picture is often 


SOUTHERN MEDICAL JOURNAL 


699 


seen in long standing inflammatory conditions 
and in some types of contracture of the vesical 
orifice. When the tumor has involved the sub- 
trigonal region of the bladder, considerable ede- 
ma, reddening and irregularity will be noted over 
the mid-portion of the trigone and this structure 
will be thickened and more prominent with a 
wide displacement of either or both ureteral ori- 
fices from their normal positions. 


The definite classification which we use to 
differentiate cases of malignant disease from a 
clinical point of view has already been given. 
Cases suitable for the radical operation are those 
in which Denonvilliers’ fascia has not become 
involved posteriorly and in which the process 
has not extended more than a short distance into 
the base of the seminal vesicles. A minimal 
amount of uninvolved tissue must be present be- 
tween the ureteral orifices and neck of the blad- 
der, and when it is found that the process has 
extended so far into the region of the base of 
the bladder that the integrity of the ureters 
might be jeopardized during the process of re- 
section of the neck of the bladder, we consider 
that radical operation is contraindicated. Nat- 
urally, such fine distinction requires considerable 
judgment and accurate clinical observation of 
the patient. 

The technic of the operation with numerous 
minor improvements has been detailed in the 
publications of Young. The preservation of as 
much as possible of the fine connective tissue 
containing the nerve supply, which crosses over 
the capsule especially anteriorly, and the divi- 
sion of the urethra as close as possible to the 
apex of the prostate, we consider essential to 
prevent urinary incontinence. 

In the series of 36 radical cases there were 
four deaths, giving a mortality of 11.1 per cent. 
It is interesting to note that three of these deaths 
occurred in the early years, and in the last 27 
cases there has been only one death. Of those 
cases surviving the operation the average dura- 
tion of life was five years. One case is living 
and well 17 years after operation, one case 13 
years, three lived 9 years, one dying of recur- 
rence, five lived 7 years, of whom one died of 
recurrence, two lived 6 years, and one 3. Four 
patients have died of recurrence and four of 
metastasis. One is living one year with recur- 
rence. Of the remaining cases eleven are living 
and free from recurrence. Seven had died of 
other causes, apparently free from recurrence or 
metastasis. It is interesting to note that only 


) 
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one of these patients with involvement of the 
seminal vesicles has lived three years. 


Young’s radical operation has been condemned 
in some quarters. Criticism has been directed 
against the mortality rate which is entirely un- 
justified, as the above figures have plainly shown, 
the relatively high rate of 11 per cent in our se- 
ries being entirely due to deaths which occurred 
when the operation was in an experimental stage. 
The mortality should be little, if at all, higher 
than that for benign prostatic hypertrophy. 
Others have criticised the operation on account 
of its dangers and poor results, emphasizing es- 
pecially the presence of strictures of the urethra, 
persistent fistula and recto-urethral fistula. 


Stricture of the urethra has come on in only 
one of our cases, but it was not pronounced, as 
instruments were easily passed, and a few dila- 
tations relieved the obstruction. The fact that 
strictures can be handled by simple instrumental 
dilatation would suffice to dispel this criticism. 
Persistent perineal fistula has not occurred in 
our series. One of the most remarkable facts 
is the promptness with which the anastomosis 
heals and the perineal fistula closes. Recto- 
urethral fistula has occurred four times. In two 
of these cases in the early stages of the develop- 
ment of the operation glass seeds containing 
radium emanation were implanted in the region 
of the wound. When these unfortunate results 
became evident the use of radium as an adjunct 
to the radical operation was discontinued. In 
one of the two remaining cases the rectum was 
injured at operation during removal of the semi- 
nal vesicles. The other case of recto-urethral 
fistula occurred spontaneously about ten days 
after operation without any apparent definite 
cause. 

Young’s radical operation is a rather difficult 
one, requiring thorough training and familiarity 
with the technic. If unfortunate results have 
occurred elsewhere and have aroused unfavorable 
criticism of this operation, we believe they must 
be due to lack of complete familiarity with the 
operative technic and imperfect appreciation of 
the anatomical structure of the perineum. 

G. G. Smith has been an enthusiastic advo- 
cate of radical perineal prostatectomy and has 
even used the operation in cases in which the 
growth had extended so far that a complete 
eradication of the disease could not be expected. 
He has carried out this procedure in forty cases 
with a mortality of 10 per cent. Even in cases 
which are too far advanced for complete removal 
he feels that the functional results obtained 
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readily justify the procedure. 
case, he says: 


Of this type of 


“Of the cases that lived, some I know have lived in 
comfort six to seven years, only to die of carcinoma- 
tosis at the end of that time. Very few of the cases 
which had recurrence had any trouble with their blad- 
der. Control has been satisfactory in almost all.” 


Cases which are too extensive for radical op- 
eration, but which have not developed urinary 
symptoms have been treated in the Brady Clinic 
by radium with or without deep x-ray therapy. 
In a study of the literature conflicting opinions 
as to the efficacy of either radium or deep x-ray 
therapy are found. Mann states that deep x-ray 
therapy is only palliative and our own experi- 
ence with this treatment used exclusively would 
seem to corroborate this statement, but we have 
seen great improvement in symptoms, particu- 
larly pain, resulting from judicious use of both 
radium and x-ray. Barringer, in numerous pa- 
pers, has emphasized the fact that in 30 per cent 
of cases a reasonable increase in the expectation 
of life can be obtained. Our own experience 
would seem to corroborate this position. 

In many of our cases no appreciable effect 
could be noted on the probable duration of the 
disease in spite of radium and x-ray. Our efforts 
in this type of case have been directed with the 
purpose in mind of stopping the progress of the 
disease and to prevent, if possible, development 
of urinary obstruction and to delay the deposi- 
tion of metastatic deposits. From our experi- 
ence with cases which have been treated by ra- 
dium therapy with or without deep x-ray we 
feel entirely convinced from clinical observation 
that the progress of the disease can be stopped 
and that many times a definite retrogression, 
usually demonstrable on rectal examination, oc- 
curs. We have numerous charts with pictures 
of the condition found before treatment which 
when contrasted with the findings after radium 
treatment can admit of no other interpretation 
to an unprejudiced mind. The question of the 
prevention of metastatic deposit is, of course, an 
extremely difficult one and it is practically im- 
possible to obtain accurate scientific data on ac- 
count of the fact that different types of tumor 
differ greatly in their propensity to spread by 
metastasis. We have seen an occasional case 
which has received no treatment and yet has 
shown no metastasis over a period of seven years. 

It has been our custom to administer radium 
by exposure through the rectum and also through 
the urethra and bladder neck to give a cross- 
fire effect, using the instruments described by 
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Young. Care must be taken, of course, to limit 
the dosage in order to prevent rectal injury. In 
most cases we do not exceed 800 milligram hours 
per rectum and 800 milligram hours per urethra 
and bladder, limiting the exposure to 200 milli- 
gram hours at each sitting. When this series of 
treatments is finished we have introduced two 
or three radium needles, screened with 2 mm. 
of platinum and each containing 10 milligrams, 
directly into the gland, leaving these needles in 
place until the required dosage has been ob- 
tained, the total dosage never exceeding 2,000 
milligram hours. Another examination is then 
made in two or three months’ time and usually 
a shorter course of treatment is again given, and 
when metastatic deposits are present a course of 
deep x-ray therapy, consisting of daily exposures 
over a period of about three weeks, is given in 
conjunction with radium treatment. Young and 
Waters have emphasized the value of this com- 
bined treatment, especially in causing reduction 
in the size of the local tumor, the cessation of 
hemorrhage and the relief of pain from obstruc- 
tion or metastatic deposits. It is amazing how 
rapidly bleeding from the posterior urethra will 
cease after one or two applications of radium to 
the posterior urethra. 

Cases which are too extensive for radical op- 
eration and which have developed varying de- 
grees of obstruction require careful selection and 
study in order that appropriate therapeutic meas- 
ures may be instituted. It should be our objec- 
tive to handle these cases in such a manner that 
normal urinary function is preserved as long as 
possible. In cases which present only moderate 
degrees of urinary obstruction such as slowness 
of stream, slight difficulty and frequency, the 
progress of the obstruction can often be pre- 
vented by simple progressive dilatation of the 
prostatic orifice and in addition, by radium ther- 
apy, the extension of the growth may be pre- 
vented or the growth itself may retrogress so 
that normal urinary function may be restored 
in many of these patients by careful choice of 
simple therapeutic measures. . In some cases 
such a retrogression of the tumor may be ac- 
complished that even acute retention may be 
overcome and relatively normal function re- 
stored. However, in the majority of cases which 
show pronounced urinary symptoms some opera- 
tive procedure will be necessary on account of 
the fact that the internal orifice and urethra are 
obstructed by fibrous tissue of such a degree of 
—— that palliative measures will not suf- 
ice. 
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In such cases, it is the custom in many clinics 
to perform a suprapubic cystostomy, but we feel 
very strongly that this should only be carried 
out when all other efforts of restoring normal 
urinary flow have failed. By suprapubic cystos- 
tomy the life of the patient may undoubtedly be 
prolonged, but the care and apparatus neces- 
sary in keeping such a patient comfortable al- 
most of necessity transformed him to the life of 
a chronic invalid. 

During the past few years great interest has 
arisen in the possibility of relieving certain types 
of urinary obstruction by intraurethral methods. 
All of these methods may be said to be based 
on a combination of the principle of the old 
Bottini operation and Young’s punch operation. 
Caulk has for some years used his cautery punch 
operation in various types of prostatic obstruc- 
tion. Various efficacious and ingenious instru- 
ments have been devised and described by Stern, 
Collins, T. M. Davis, MacCarthy and Kirwin. 
It has been our custom to treat an increasing 
number of obstructions at the vesical neck, due 
to malignant disease of the prostate, by means of 
the punch operation, followed either by direct 
application of the cautery wire to the denuded 
area, or by introduction of the cystoscope imme- 
diately after the punch operation and control of 
bleeding points under direct observation by the 
high frequency current. These methods have 
proven eminently satisfactory in relieving this 
type of obstruction and they have been found 
more and more applicable as our confidence in 
the method grows with wider experience. How- 
ever, it would seem that even more widespread 
use of intraurethral methods will follow the ‘use of 
some of the recently devised instruments which 
have been proposed, which have also the sup- 
posed advantage that the operation can be per- 
formed under direct vision. Under caudal or 
spinal anesthesia these operations can be carried 
out without pain or shock to the patient and 
hospitalization is reduced to a minimum, many 
cases being able to leave the hospital after forty- 
eight hours. 

Thirty-seven punch operations have been done 
in cases of this type without mortality, with con- 
sistently good results. In 20 per cent of the 
cases the procedure had to be repeated later on 
because of the recurrence of obstruction. In 
one case it was later necessary to do a conserv- 
ative perineal prostatectomy. With the perfec- 
tion of the newer intravesical procedure it will 
undoubtedly be found that a large proportion 
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of the malignant obstruction can be relieved by 
some one of these procedures. 


There are, however, some types of malignant 
obstruction, particularly those associated with 
benign prostatic hypertrophy, in which either 
intravesical or intraurethral lobes are present, 
which will be found impossible to relieve by in- 
traurethral procedures. If any marked intraves- 
ical enlargement on cystoscopic examination is 
noted the method of choice is the relief of the 
obstruction by conservative perineal prostatec- 
tomy. Many cases of hypertrophy of the lateral 
lobes occur, associated with a malignant process 
in the posterior lamella, in which punch opera- 
tion is contraindicated and conservative prosta- 
tectomy should be done. In this operation, of 
course, no attempt is made to remove the entire 
malignant process and our objective is to restore 
urination in the normal channel by removing 
the obstructing lobes at the internal orifice. In 
many cases it will be found that these lobes may 
be shelled out as in the operation for benign 
cases, but many times it will be found necessary 
to remove scirrhous infiltrating lobes at the ori- 
fice by means of the curette and in some cases 
where a contracted orifice was left after the 
removal of hypertrophied intravesical lobes the 
punch instrument has been used to remove this 
obstruction at operation. Two hundred and fifty 
operations of this type were carried out and in 
70 additional cases the operation was under- 
taken in the belief that a benign condition was 
present, but on examination of the specimen ma- 
lignancy was found. Twenty-two deaths have 
occurred after conservative perineal prostatec- 
tomy for carcinoma, a mortality of 6.9 per cent, 
or about twice the mortality in our series of 
operations for benign prostatic hypertrophy. 
The average duration of life after operation is 
2.1 years. One patient has lived 9 years and 
one 8 years. 

The functional results, as a whole, cannot be 
compared with those obtained in benign pros- 
‘tatic hypertrophy, but, considering the disease, 
the results are often amazingly good. A few 
persistent perineal fistulae have occurred. Res- 
toration to normal urinary function is consider- 
ably retarded so that many patients have a 
varying degree of incontinence for some weeks 
after leaving the hospital. This condition in- 
variably steadily improves, and we have no cases 
of total persistent incontinence in this series, al- 
though in a few cases partial diurnal inconti- 
nence has persisted. In the great majority of 


cases the patient has been restored to the con- 
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dition of perfectly normal urinary function and 
the remaining months or years of his life have 
thus been made tolerable. Even in a few cases 
where diurnal incontinence has persisted the de- 
gree of comfort is much greater than would be 
the case had a permanent suprapubic cystostomy 
been done. 


CONCLUSIONS 


(1) In the treatment of carcinoma our objec- 
tive is the elimination of the malignant process 
and the restoration of normal function. Unfor- 
tunately, however, the fact that the diagnosis is 
not made early, either due to the late arrival 
of the patient or the failure to recognize the 
malignancy, makes complete elimination as car- 
ried out by Young’s radical operation feasible 
only in a small proportion of the cases. If the 
profession were more alert and suspected all 
cases with areas of marked induration in the 
prostate, many more early diagnoses could be 
made. 

(2) From a clinical standpoint, cases of ma- 
lignant disease may be classified into: (a) those 
suitable for radical operation; (b) cases without 
urinary obstruction, but too far advanced for 
radical operation; and (c) cases with varying 
degrees of urinary obstruction, too far advanced 
for radical operation. 

(3) Every effort should be made by earlier 
diagnosis to increase the percentage of cases 
suitable for radical operation, which gives nor- 
mal micturition with perfect control in most 
cases. 


(4) In an appreciable portion of cases, too 
extensive for radical operation and without uri- 
nary symptoms, the local growth may be in- 
hibited or even marked retrogression may occur 
by an intensive course of radium treatment with 
deep x-ray. 

(5) A small proportion of cases, too extensive 
for radical operation with varying degrees of 
urinary obstruction, may be relieved by local 
measures combined with radium therapy. In a 
large proportion of these cases operative meas- 
ures are necessary. 

(6) The renewed interest in Young’s punch 
operation and its various modifications, the in- 
traurethral electro-therapeutic instruments, will 
undoubtedly increase the proportion of cases of 
malignant obstruction which can be relieved by 
the simpler operations. 

(7) In a certain proportion of cases, partic- 
ularly those in which carcinoma and _ benign 
prostatic hypertrophy are associated, obstruc-~ 
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tion is best handled by conservative perineal 
prostatectomy and a review of the results ob- 
tained by this operation show that a large per- 
centage of these individuals are restored to rela- 
tively normal condition for the rest of their lives, 
though they eventually die of cancer. 

(8) Performance of suprapubic cystostomy in 
cases of malignant obstruction, as a routine pro- 
cedure, is to be condemned and this operation 
should be reserved entirely for emergency and 
palliative purposes. 
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DISCUSSION (Abstract) 


Dr. E. G. Ballenger, Atlanta, Ga.—Since I first began 
to attend medical conventions one of the constant ques- 
tions asked of the prominent men with whom I came 
in contact was: “What are you doing for patients with 
prostatic carcinoma?” A determined effort has been 
made to find a satisfactory way of treating these con- 
ditions. At various times I have been encouraged tem- 
porarily with x-ray, radium, and operations, but I 
regret to say that discouragement has been far greater 
than encouragement. At the present time it seems that 
the good we can do for these unfortunates is limited 
largely to keeping them voiding or draining until the 
metastases, which are nearly always present before we 
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can be sure of the diagnosis, result in a terminal affec- 
tion. 

Judged by my own results, and the reports of others, 
it seems that radical operative measures afford too little 
lasting good to justify their employment. My enthu- 


_ Siasm for operations on prostatic cancer might increase 


if the primary mortality rate were higher; at least that 
is what I would want done for me if I felt sure I would 
come in the quickly fatal group. To die on the table 
is probably the most fortunate thing that can happen 
to a large percentage of the poor fellows with carcino- 
ma of the prostate. Certainly, however, none of us 
wishes to be the executioner. 


To prolong lives and lessen pain, suprapubic cystotomy 
for drainage is apparently the best procedure. The sum 
total, however, of the advantages gained by prolonging 
life under such conditions balanced against the asso- 
ciated annoyances and disadvantages still leaves much 
to be desired. In order to make life more tolerable 
during the past two years, we have modified our method 
so as to provide urination through the urethra as long 
as possible, by removing with high frequency current 
the obstructing masses as is needed. While this plan is 
not 100 per cent perfect, and is not applicable in all 
cases, many are having a more satisfactory existence 
than would have resulted from suprapubic drainage. 
In some the work was done primarily through a supra- 
pubic incision and the obstructing part removed by the 
high frequency current, while in others all of the work 
was done through the cystoscope. 

When obstruction returns, further cystoscopic ful- 
guration is done and the patient is treated as required 
to permit voiding. The only patients treated in this 
manner were those who had carcinoma of the scir- 
rhous type. 

One patient failed to return, as requested, when void- 
ing began to be difficult, and when he finally came 
back we were unable to get an instrument or filiform 
of any kind into his bladder, although they could be 
passed to the region of the external sphincter. After 
considerable study, it was decided to fulgurate into the 
bladder; using a small McCarthy panendoscope. A “V” 
shaped section was then made at the vesical neck. The 
patient could void at once and has continued to void 
for nine months. He will probably die of metastases 
before the obstruction of urine becomes unmanageab!e. 

This plan removes the disadvantages of suprapubic 
drainage tubes, and, at least in a good percentage, the 
patients will live until metastases or affections other 
than obstruction bring about the end. 

Radical operations seem to me unwise except in the 
very early conditions in which we do not feel sure of 
the diagnosis. 


Dr. W. J. Wallace, Oklahoma City, Okla.—I do not 
feel that the radical operation is the best thing for my 
patients. I rather lean to the more conservative meth- 
od of treatment, which is to place radium needles 
through the perineal region into the substance of the 
prostatic lobes and leave them there for from 300 to 
350 milligram hours. Then, if the growth has protrud- 
ed or obstructed the urinary outflow I use the cautery 
punch to remove this obstruction. In this manner I 
have been able to give comfort to my patients and, I 
think, lengthen their lives materially. 

Deep x-ray therapy has its advantage and should be 
used. 
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CONSERVATIVE MANAGEMENT OF THE 
COMMONER COMPLICATIONS OF 
PREGNANCY* 


By Sam C. Cowan, M.D., 
Nashville, Tenn. 


The literature is replete with discussions of 
the best methods of dealing with complications 
in the last trimester of pregnancy. Since cesa- 
rean section came into general use the pendulum 
has been swinging back and forth between the 
radical and the conservative plans. At pres- 
ent, it seems more in favor of the conservative, 
particularly with reference to the toxemias, 
which, according to Baker,! are responsible for 
27 per cent of the mortality in the United 
States. This is a feeble attempt in favor of 
conservatism and is based on a review of the 
cases in the Vanderbilt Hospital Dispensary, 
Vanderbilt Hospital and my private work in 
Vanderbilt Hospital from September 1, 1925, to 
September 1, 1931. 

However, in 2,600 deliveries we find, with 
the exception of the toxemias and eclampsias, 
other complications occurring in about the same 
ratio as that given by Williams* and De Lee’ in 
their text-books. Williams states that eclampsia 
occurs once in 500 pregnancies and De Lee states 
that it occurs once in 600 pregnancies. In our 
series it occurred 18 times, 12 in primiparas and 
6 in multiparas, or 1 in every 150 deliveries. This 
is explained by the fact that 14 of our cases oc- 
curred in patients who had not been seen in the 
dispensary or who were brought into the hospi- 
tal from the rural districts in the attack. I 
admit with chagrin that the other four cases 
comprising the 18 eclamptics occurred in my 
private work. 

While we try to classify our toxemias ae 
ing to Stander,* classification is not dealt with 
in this paper. Generally we believe that all 
toxemias lead to eclampsia and that the earliest 
signs indicate active prophylaxis. We do not 
believe as Falls,5 who says that all eclampsias 
are cases of neglect, but we are rather inclined 
to think they are errors of judgment, as in my 
4 cases mentioned above. 


Two of the cases were in primiparas, one of whom 
entered the hospital for observation at 32 weeks gesta- 


*Read_in Section on Obstetrics, Southern Medical Association, 
ot Meeting, New Orleans, Louisiana, Novem- 


*From the Department of Obstetrics and Gynecology, Vander- 
bilt University, School of Medicine. 
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tion. She had convulsions 6 hours later with death 
of the fetus following the third convulsion. While 
the patient improved somewhat after the death of the 
fetus, she had one other convulsion 24 hours after de- 
livery. She had a total of four convulsions. Her sec- 
ond pregnancy and labor were uneventful. 

In the other primipara, signs and symptoms did not 
seem to warrant interruption of pregnancy She was 
allowed to go to term. She had convulsions with the 
onset of labor, a total of 4 convulsions. Version was 
done after full dilatation on account of a posterior 
position. The baby lived 45 minutes, the mother re- 
covered. 

The third patient was gravida 2, this being the sec- 
ond induction for toxemia. Labor was induced in this 
pregnancy at the thirty-seventh week. She had one 
convulsion on the delivery table. The cervix was fully 
dilated. She was delivered with forceps while in coma, 
but had no other convulsions. The mother and baby 
were discharged in good condition. This patient is 
interesting from the fact that with her first two pregnan- 
cies labor was induced for toxemia and convulsions oc- 
curred, both times before delivery. She recovered, and 
both babies are living. In her third pregnancy, aside 
from hypertension which she has carried since the first 
pregnancy, there was no other indication of toxemia. 
The membranes ruptured spontaneously in the thirty- 
eighth week and labor was terminated by bag induc- 
tion, when there were no pains after 48 hours. 

The fourth patient, gravida 4, entered the hospital 
at the thirty-seventh week of gestation in labor on the 
day set for induction. There was spontaneous delivery 
of a living baby, and convulsions eight hours later, five 
in all. Her recovery was uneventful except for hyper- 
tension at the end of six months when she was referred 
to an internist. There had been no toxemia in former 
pregnancies. 


Zweifeld has called eclampsia “the disease of 
the theories,” and as our knowledge as to what 
takes place in the body economy to precipitate 
the attack is not much greater than that of Hip- 
pocrates, who first described it, it seems that 
about the only way we can lower the maternal 
mortality is by careful supervision, strict pro- 
phylaxis and interruption of the pregnancy 
when the patient fails to respond to treatment. 
By this means we believe the fetal mortality, re- 
gardless of prematurity, will also be lowered. 

No dispensary patient coming in as early as 
the seventh month has developed eclampsia at 
our institution. Our general plan is to have 
the patient report every two weeks after quick- 
ening until the thirty-second week, then every 
10 days and in the last 4 weeks every 7 days. 
Contacts are made oftener if it is deemed neces- 
sary. Our standard of blood pressure for the 
normal pregnant woman is 110-20 systolic over 
60-70 diastolic. We believe that the blood pres- 
sure is the best indication to follow and any prac- 
titioner can keep his record constantly before 
him, and any elevation above normal for that 
particular individual should be regarded with 
suspicion. Diet is restricted, mild purga- 
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tion is instituted and rest advised. If the 
patient is not improved on the next con- 
tact and the diastolic pressure has reached 
84 or above, she is admitted to the hos- 
pital for observation and possibly more radical 
treatment. We believe as Polak® that hyperten- 
sion demands radical treatment, and with us it 
consists of milk diet, absolute rest in bed, mag- 
nesium sulphate by mouth and 75 grams of glu- 
cose intravenously if necessary. By this means 
a few patients return to normal, are discharged 
from the hospital and allowed to go to term, 
provided there is no return of signs or symp- 
toms. If the condition remains stationary the 
patient is carried as near term as possible. If 
the blood pressure rises and symptoms appear 
the pregnancy is terminated. Negative urine is 
unreliable, as is for the most part blood chem- 
istry. Albuminuria is always significant. Other 
signs and symptoms appear so much earlier that 
urine analysis cannot be depended upon. I have 
seen a number of eclamptics from whom urine 
was negative until just a few hours before the 
attack. 

A few years ago we saw one who showed absolutely 
nothing chemically or quantitatively until after the first 
convulsion. She had nine in the first 24 hours post 
partum, starting 8 hours after delivery. The only sign 
of toxemia was a blood pressure of 160/100. There 
were no headaches or edema. Labor was induced in the 
thirty-eighth week of gestation. There was a rapid 
return to normal and her second pregnancy and de- 
livery were uneventful. Both babies lived. 

Our method of terminating the pregnancy de- 
pends upon the size of the pelvis, the relative 
size of the fetus, the condition of the cervix and 
other complications, particularly cardiac and 
pulmonary. If the cervix will permit, a bag 
is used. If not it is packed through a uterine 
packer. When pains do not start for 24 hours, 
the packing is removed, at which time the bag 
can always be inserted. No forcible dilatation 
of the cervix is done. After insertion of the bag 
and rupture of the membranes, if pains do not 
start within two hours, a weight is attached to 


the bag. We have had two failures in 82 at- 


tempts. When the cervix is effaced, the mem- 
branes are ruptured as a means of induction and 
10 grains of quinine sulphate are administered 
by mouth if there are no pains within 2 hours. 
We have had no failures in 20 attempts. Pro- 
lapse of the cord occurred once when the mem- 
branes were ruptured. It was replaced over the 
head, the bag was inserted and labor terminated 
spontaneously with a live baby. Pituitrin is 
never given to toxic patients before delivery 
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and rarely after. Rupture of the membranes 
is probably the oldest method of induction. 
Prior to 1756, it was employed by Mauriceau 
and others in cases of ante partum hemorrhage 
only. It was first used in London for termina- 
tion of pregnancy at 7 months in a generally 
contracted pelvis. From Williamson’ we learn 
that Denman wrote in 1856 that there was a 
consultation of the most eminent men in Lon- 
don at that time to consider the moral rectitude 
of, and the advantage which might be expected 
from, this practice, which met with their general 
approbation. To Macauley, of London, fell the 
first case in which this treatment was deemed 
necessary and proper. The lives of both mother 
and baby were saved. Progress of labor is fol- 
lowed by rectal examination and morphine is 
given by hypodermic if the patient is very rest- 
less. 

Preparation for induction and delivery con- 
sists of shaving the vulva and scrubbing with 
sterile green soap and sterile water, followed 
with alcohol, picric acid or mercurochrome. 
Personally I prefer alcohol. No attempt at va- 
ginal toilet or disinfection is made. 


Bag induction is usually done under gas-oxy- 
gen if any anesthetic is required and sterile green 
soap is used as a lubricant. In our series of 
inductions for all causes, 60 were done in pri- 
mipara. The average time of gestation was 38.6 
weeks, the earliest 32 weeks and latest 40. 
Forty-two inductions were done in multipara. 
The average period of gestation was 38.05 weeks, 
the earliest 24 weeks, and latest 42 weeks. In 
this series, four have been induced the second 
time for toxemia. 

Following this plan, not a case of eclampsia 
has developed in over 1,500 ward and dispensary 
cases. The 14 eclamptics admitted in or fol- 
lowing the attack had had no prenatal care or 
indifferent care. It thus appears that poor su- 
pervision is as bad as or worse than none, as it 
gives the patient a sense of false security. 

Eclamptics are treated with morphine by 
hypodermic and intravenous glucose, both of 
which have sedative effects if given often enough. 
Each may be used three to four times in 24 
hours. Nothing is given by mouth when the 
patient is unconscious. The bowels are moved 
by soap suds enemata, and as soon as the pa- 
tient ean swallow, magnesium sulphate is given 
in one ounce doses by mouth every six hours un- 
til free elimination is established. Carbohy- 
drates, fresh fruit juices and milk are given as 
soon as nourishment can be taken by mouth. 
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Magnesium sulphate given intramuscularly as a 
sedative has proven disappointing in our hands. 
Intravenously after the method of Lizard and 
Erwin it seems effective, but its use was aban- 
doned after two reactions in which calcium 
chloride had to be administered to relieve the 
respiratory distress. We have had no experience 
with intravenous sodium amytal, but reports are 
‘very favorable. The addition of gum acacia to 
‘glucose solution according to Diekmann* seems 
valuable. 

Generally, pregnancy is not terminated until 
the patient improves from the attack. If there 
is no improvement, decision is made as to the 
best method of interruption of pregnancy. Ce- 
sarean section is rarely done. 

The following report shows the number of in- 
ductions, parity and indications: 


Total number of cases, 102. 
No. Cases 


Multiparas 42, primiparas 60. 


Indications 
Eclampsia 
Pre-eclamptic toxemia 
Placenta previa 
Past term large fetus 
Borderline pelvis, 38 weeks’ gestation 
Pyelitis 
Painful pelvic joints, symphysis especially. One 
patient unable to walk or stand 
Polyhydramnios 
Endocarditis 
Habitual death of fetus 


| 


2 


There were two failures at induction in the 
102 cases attempted. These two will follow un- 
der discussion of cesarean section. 

If we regard a temperature of 100.4° on 2 or 
more succesive days as a basis of morbidity, 
there were only 7 cases out of 100, or 7 per 
cent. Maternal mortality for all cases, includ- 
ing eclampsias, admitted, 2, or 2? per cent. Total 
fetal mortality was 20, or 20 per cent: Four 
fetal deaths occurred, one at 26 weeks’ gestation, 
one at 32 weeks and one at 24 weeks, and one 
was a monster, which would give a corrected 
fetal mortality of 16 in this series, or 16 per 
cent. 


Of 64 toxic cases, 40 were in primipara and 
24 in multipara. They appear in about the 
same ratio in the 14 cases of eclampsia men- 
tioned above. The proportion in other cases is 
uninteresting, except for the patient with endo- 
carditis, who was a para 4, in whom labor was 
induced after digitalization. Placenta previa is 
explained later. 

Generally we feel that cesarean section should 
not be done for toxemias in the interest of a 
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premature baby unless one is absolutely sure 
of a perfect specimen, which has better than a 
reasonable chance of living. The maternal mor- 
tality is too discouraging. H. E. Miller® reports 
17 per cent, Gordon’® 26 per cent, and Rein- 
berger and Schreier! 42.4 per cent mortality. 
These statistics are general and the fetal mortal- 
ity is correspondingly high. 

It appears that unless extremely good judg- 
ment is used in the selection of cases and the 
low cervical section more generally employed, 
especially in those cases infected or potentially 
so, that the maternal mortality will remain above 
20 per cent, which is the text-book mortality of 
eclampsia. Greenhill’? and De Lee do the clas- 
sical operation only in selected cases, though 
they believe in emptying the uterus as soon as 
possible after the first convulsion, and practi- 
cally always in primiparas with an undilated 
cervix. They report a mortality of 6.7 per cent 
in the Chicago Lying-In Hospital. Another 
point deserving of grave consideration is brought 
up by C. J. Miller,1* who says the performance 
of cesarean section by no means terminates the 
surgeon’s responsibility. Once he has done it, 
he has charged to his account that woman’s ob- 
stetrical future, and he is responsible at least 
morally for what happens to her in her subse- 
quent pregnancies. Even though it means an 
inconvenience and expense which sometimes can 
ill be afforded, such patients must be delivered 
in the hospital. 

Cesarean section has been performed five 
times in the six years for toxemia, once in an 
old pre-eclamptic primipara, twice in failures at 
induction. One of the sections was vaginal and 
the other low cervical. One of the patients was 
toxemic and had had a previous section for tox- 
emia with her first pregnancy, and one multipara 
of 24 weeks’ gestation was a nephritic and car- 
diac. In this instance mother and baby died. 
The other 26 sections have been done in gen- 
erally contracted and deformed pelves, pulmo- 
nary tuberculosis and cardiac cases. There was 
one central placenta previa and one premature 
separation. 

In the 31 cases, there was one maternal and 
one fetal death, a mortality in each case of 
approximately 3.3 per cent. The old dictum of 
once a cesarean always a cesarean is not neces- 
sarily true. I have delivered 4 patients of their 
second baby who had cesareans with the first. 

Placenta previa, the next most frequent com- 
plication, has occurred 13 times in this series, or 
approximately once in 200 cases. Twelve pa- 
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tients were multiparas and one a primipara; 8 
were marginal, 4 lateral, and 1 central. The 
condition is handled according to type. As a 
rule, rupture of membrane is used for marginal; 
intraovula bag for lateral, and cesarean section 
for central. There was one maternal and one 
fetal death in this series, which are included in 
the mortality from induction. This patient was 
admitted infected and exsanguinated, with a red 
cell count of 1,800,000 and hemoglobin 20 per 
cent, after 24 weeks’ gestation. While prophy- 
lactic blood transfusion as advised by Bill’* is 
not always given, it was in this case. 

In all placenta previas the blood is typed and 
matched and a donor kept available for emer- 
gency use. The pregnancy is terminated when 
the diagnosis is made. 

No further comment seems necessary for other 
cases in this series. In closing I shall report 
briefly one case on account of its general interest 
and the unusual death. 


A 28-year-old gravida 3, with a history of eclampsia 
in her first pregnancy, second uneventful except for 
edema and headache, was first seen in a district clinic 
about the twenty-fourth week of gestation. She had 
headache, a blood pressure of 180/100, albuminuria 
and casts. She was classed as a chronic nephritic and 
advised to report regularly for observation. She moved 
to another section and did not follow advice. At the 
thirty-second week she again reported, her condition 
apparently no worse except for vaginal b'eeding. She 
was admitted to the hospital and the diagnosis of slight 
premature separation was made. Other findings were 
confirmed. The hemorrhage ceased but the toxemia 
grew more alarming. Induction was advised but she 
would not consent. Spontaneous labor and delivery 
occurred in the following 24 hours, with a living baby 
One and one-half hours after labor, she complained of 
precordial pain and expired within 30 minutes. There 
was no evidence of convulsion, no coughing, no para- 
plegia or hemiplegia and the death resembled that of 
hemorrhage. The uterus contracted well after delivery 
and remained so until death. The clinical cause of 
death was only theoretical. It was thought to be an 
embolus. At autopsy the liver was extremely large 
and there was a massive hemorrhage under the capsule 
on the superior surface and involving the left lobe 
mainly. On section there was central and peripheral 
necrosis of the Icbules. The kidneys showed acute ex- 
acerbation of a chronic nephritis. Some fatty degenera- 
tion of the heart muscle, but no evidence of embolus 
about the heart or lungs. The brain and spinal cord 
Were not examined because there was no evidence of 
any involvement of the nervous system. The pathological 
cause of death from the findings was: eclamps:a with 
chronic nephritis, as hemorrhage was not considered of 
sufficient amount to be responsible. De Lee? in his text 
mentions eclampsia without convulsions, and we _ be- 
lieve this to have been of that type. 


CONCLUSIONS 


(1) Observation, prophylaxis and interruption 
of pregnancy has prevented eclampsia in our 
series. 
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(2) Any practitioner doing obstetrics can fol- 
low his cases and keep sufficient check to pre- 
vent eclampsia in the majciity of cases. No 
laboratory work except urinalysis is absolutely 
required. 

(3) Cesarean section does have a definite 
place in toxemias and placenta previas, but it 
should not be employed generally. 

(4) Toxemia and eclampsia recur and in our 
small series the incidence is practically 10 per. 
cent. 


(5) Death from toxemia without convulsions 
can occur. 
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DISCUSSION (Abstract) 


Dr. James R. McCord, Atlanta, Ga—I will confine 
my discussion principally to the treatment of actual 
eclampsia. I am very suspicious of a 10 per cent inci- 
dence of recurring toxemia. I should be much more 
inclined to think that possibly some of these cases were 
chronic nephritis or a chronic hypertension without 
evidence of renal disease. Personally, I find it very 
difficult in the latter part of pregnancy to differentiate 
ordinary, true pre-eclamptic toxemia from _nephritic 
toxemia. 


The basis of my remarks is a series of 100 consecutive 
cases of eclampsia that occurred in our clinic from 
July 1, 1927, to the present time. From July, 1926, 
to July, 1927, we had 28 cases of eclampsia with four 
deaths. At this time we had no regular, routine treat- 
ment, but we instituted the treatment that I will de- 
scribe and have followed it routinely ever since. Since 
that time we have had 100 consecutive cases of eclamp- 
sia, with two deaths. One occurred five hours after 
admission, and the other developed in our own ward 
where the case was sent in for observation. The res- 
ident and attendant happened to be sick. I was out of 
the city and we permitted that patient to develop 
eclampsia, and she died. With the exception of these 
two deaths we have had a clear score with 100 cases. 


On admission, the patient is given one-fourth to one- 
half grain of morphine. This is not repeated until she 
goes into labor. Immediately upon admission she is 
given 20 c. c. of 10 per cent magnesium sulphate solu- 
tion intravenously. I think it can be given intramus- 
cularly just as well. This preparation is more physio- 
logic than sodium amytal. We have given several cases 
as many as Six or seven intravenous injections of 20 
c. c. of a 10 per cent solution and have never seen a 
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reaction which could be traced to the magnesium sul- 
phate. In a great majority of cases magnesium sul- 
phate, if persisted in, will control the convu'sions. We 
pay absolutely no attention to the pregnancy until the 
woman is more nearly normal. We do not try to put 
glucose into the vein until the convulsions are con- 
trolled. If, after the third or fourth injection the con- 
vulsions are controlled, then we start the intravenous 
injection of 250 c. c. of a 25 per cent solution of dex- 
trose. This is kept up every eight hours until the 
woman is delivered, and often for 48 hours post partum. 
We do not at first examine the woman to find out 
whether she is a primipara or a multipara, whether 
the head is engaged, or anything else. We wait until 
we have controlled the convulsions, the shock and the 
dehydration before we start the termination of preg- 
nancy. I do not think that any woman during the 
last three months of pregnancy who has had pre- 
eclamptic toxemia, and who has responded moderately 
well to treatment, should be allowed to continue in her 
pregnancy. I realize that is a radical statement, and 
that occasionally such a woman wi!l bring into the 
world a viable child; but the majority will have an- 
other outburst of toxemia which is usually much more 
severe than the primary attack. 


In our clinic we have looked quite a while for some 
sane, successful induction of labor, one that we can 
employ with the least amount of vaginal manipulation, 
the least chance of infection from below, and we have 
for the last four years induced labor in all of our cases 
by rupture of the membranes, One point to remember 
is that it is not the rupture of the membranes that 
causes the woman to go into labor, but the loss of 
amniotic fluid. If a woman is at term and you rup- 
ture the membrane with the escape of a half pint of 
amniotic fluid, she will not go into labor; but if you 
push the head out of the pelvis so that the amniotic 
fluid gets out, she will go into labor immediately, par- 
ticularly if you use castor oil or quinine, or in rare 
cases pituitrin. Pituitrin does no harm to a _ uterus 
that is not in labor; it does do harm to a uterus in 
labor, and if you stop pituitrin as soon as the woman 
goes into labor you will not get into trouble. As soon 
as the woman goes into labor we treat her absolutely 
along normal, conservative lines. We do not do ver- 
sion, we do not use forceps, we do not worry about 
the bowel. We keep up with the blood pressure, we 
give an occasional dose of magnesium sulphate as it 
seems to be indicated. It seems to have rather an 
indefinite action upon the blood pressure. At times 
it will decrease the blood pressure; at other times it 
will have no effect. It is remarkable to see negro women 
come into our clinic having one convulsion after an- 
other, and after six or eight hours of this treatment lie 
in bed happy, conscious and able to give the intern 
their history. 

We have been taught for years that if one makes a 
diagnosis of placenta previa he should not leave the 
patient until the patient has been delivered, and in a 
majority of cases the uterus and vagina packed. To 
get the best results in eclampsia we have to do the 
same thing. We cannot go in and out. We must stay 
with the patient from the time we first see her until 
she is delivered, For ten or twelve years in our clinic 
the maternal mortality was very high and we had too 
high a fetal mortality. We said the babies had the 
toxemia the mother had. We know now they prob- 
ably had brain hemorrhage from forcible methods of 
delivery. We are getting a much better fetal mortality 
than before. 


SOUTHERN MEDICAL JOURNAL 


July 1932 


We have seen many women with pre-eclampsia with 
high blood pressure, where the head was not engaged: 
a perfect picture for cesarean section as we would have 
thought a few years ago, but whom under conserv- 
ative management we brought into labor. If you keep 
the patients full of fluid and glucose and enough mor- 
phine to keep them quiet, they will in a large per- 
centage of cases have normal babies and recover. 


Dr. H. W. Kostmayer, New Orleans, La—I doubt 
very much that we can ever find an indication for 
cesarean section in the toxemia of pregnancy in be- 
half of the mother. I can conceive of an indication 
for cesarean section in a moribund woman for the 
safety of the fetus. 

In placenta previa it seems to me there can be no 
hesitation when the cervix is undilated, if the attach- 
ment of the placenta is central, in doing a prompt 
cesarean section. On the other hand, in the presence 
of a fairly dilated and yielding cervix, with marginal or 
lateral attachments, I agree with Dr. Cowan that the 
indication is not for cesarean, but for other methods 
of handling. 

I want to mention one complication which we have 
handled conservatively with satisfaction to ourselves 
and our patients. I am thinking of the borderline 
pelvis, where the mother goes through a tedious and 
difficult labor with or without damage to the fetus. 
We have in those cases in the second or third pregnancy 
induced laor as soon as we found the fetus viable. 


Dr. Joseph E. Green, Laurel Miss—The majority of 
babies are born in the homes, and they do not have 
prenatal care in the country. These cases reported 
were handled in a well organized hospital. By con- 
trast, we think of the midnight call when we find a 
big, fat negro woman in convulsions. It is an alto- 
gether different picture. 

Magnesium sulphate in the vein is one of the greatest 
assets of the general practitioner under these circum- 
stances, but I do not agree with Dr. McCord that it 
cannot hurt the patient. It can kill her. Six grains of 
sodium amytal are a help until you can get the woman 
to a hospital. 

We learn by two methods: one is from the man who 
digs it out in the laboratory, and the other is by doing 
something because we have to. Ten years ago I had 
a patient who had just delivered herself and was bleed- 
ing. She was pulseless. I had no assistant. I at one time 
had observed a cesarean section in which the physician 
put pituitrin in the fundus of the uterus, so I gave her 
pituitrin in the fundus of the uterus and the woman re- 
covered. Since then, I have done this ten times, and 
every time I get immediate contraction of the uterus. 
It is common sense, because you put the pituitrin 
where the trouble is. 

I believe we can reduce our feeble minded babies 
50 per cent if every physician after a long and tedious 
labor where there is a badly deformed head, would 
give the baby 10 or 15 c. c. of whole blood from the 
mother or father. Since we have adopted that rule we 
have cut our mortality down. 


Dr. R. M. Anderson, Shawnee, Oklahoma—A new 
casing for a machine, or a new inner tube, is much 
better than one which has had a blow-out and been 
repaired. After a classical cesarean the fundus of the 
uterus is not so strong as before. A cesarean on a pri- 
mipara leaves the passages essentially in a primiparous 
condition, and future labors without sections are apt to 
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be long and difficult as in a real primipara. On the 
other hand, in future labors with a multipara, labor is 
easier, and therefore less strain is placed on the scarred 
fundus. 

Repeated cesareans should be done with the woman 
who has never been delivered naturally more often than 
with those whose membranes have been dilated. 


Dr. Cowan (closing)—I am glad that Dr. Greene 
spoke of magnesium sulphate. I have had his expe- 
rience in two cases. Calcium chloride brings the pa- 
tient back. Intravenous glucose is a sedative, and with 
morphine serves our purpose just as well as mag- 
nesium sulphate. Magnesium sulphate is convenient to 
the men who are practicing medicine in the country. 
It is available put up in ampoules for intravenous use, 
and it can be given quickly. 


EARLY (SUBCLINICAL) SYPHILITIC 
AORTITIS* 


AN EVALUATION OF RADIOGRAPHIC DIAGNOSTIC 
METHODS 


By C. G. Buitcu, M.D., 
Jacksonville, Fla., 


J. Morcan, M.D., 
Nashville, Tenn., 
and 
H. T. Hitistrom, M.D., 
Nashville, Tenn. 


It is universally recognized that syphilis is 
an important cause of heart failure. Cohn,! in 
a critical review of the literature bearing on the 
frequency of cardiovascular syphilis, estimates 
that it constitutes from 8 to 18 per cent of all 
heart disease. It is pointed out! that in the 
United States the type of material analyzed de- 
termines to some extent the frequency of the 
condition, the incidence figure being slightly 
lower in Northern clinics, serving relatively few 
colored patients, than in Southern clinics with 
a large negro clientele. Be that as it may, it is 
important to bear in mind the following facts: 
syphilitic cardiovascular disease is responsible 
for death from heart disease in a fairly large 
group of people; syphilis, broadly speaking, is 
the one known cause of heart disease for which 
there is effective prophylactic or curative treat- 
ment; and finally, with present methods of treat- 
ment, the one hope for materially decreasing 
mortality from cardiovascular disease in indi- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Fifth Annual Meeting, New Orleans, 
Louisiana, November 18-20, 1931. 


_*From the Departments of Medicine and Surgery (Radiology), 
Vanderbilt University School of Medicine, Nashville, Tenn. 
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viduals with chronic syphilis resides in the proper 
treatment of chronic and so-called latent syphilis 
and in earlier recognition of cardiovascular le- 
sions. 

Aortitis is the “ground pathology” of cardio- 
vascular syphilis and it is the commonest visceral 
manifestation of syphilis encountered at ne- 
cropsy. Marchand (1903), Frankel (1912), and 
Stadler (1912) report aortic disease in approx- 
imately 80 per cent of necropsies on individuals 
with acquired syphilis. Friedman* encountered 
evidence of aortitis in over half of the necropsies 
performed on 83 individuals dying of general 
paresis. Langer,® in 1926, found a very high 
incidence of aortitis in an analysis of 1,268 post- 
mortem examinations of subjects with syphilis 
and stated that, at the time of his report, aortitis 
was being found in 80 per cent of such necrop- 
sies. Moore, Danglade and Reisinger! have 
recently stated that necropsy evidence indicates 
the presence of syphilitic aortitis in from 80 to 
90 per cent of all adults with late syphilis. 
Other reports in the literature indicate 
similar findings. During the past five years 
there have been at the Vanderbilt University 
Hospital 59 necropsies in which the diagnosis 
of acquired syphilis was made by the patholo- 
gist. Forty-six of these, or 78 per cent, had 
readily demonstrable syphilitic aortitis.* 

While the above figures indicate that aortitis 
is a very common visceral manifestation of ac- 
quired syphilis, indeed, the commonest recog- 
nized at necropsy, they do not give reliable in- 
formation concerning the incidence of aortitis in 
chronic syphilis. Many syphilitics reach the pa- 
thologist without gross changes indicative of the 
disease and thus escape diagnosis at autopsy. 
We have analyzed the very limited data accumu- 
lated at the Vanderbilt University Hospital dur- 
ing the past six years bearing on this point. 
The analyses were confined to the records of 
male patients. There have been 50 post-mortem 
examinations of males who, during life, presented 
conclusive evidence of the presence of syphilitic 
infection. Twelve of these (24 per cent) were 
diagnosed aortitis before death and the diagnoses 
were confirmed at necropsy. In one instance 
clinically unrecognized syphilitic heart disease 
was present and was the cause of death. Among 
the remaining 37 there were six instances (12 
per cent) of aortitis which were not diagnosed 
Clinically. None of the six showed anatomically 
frank aortic valve defect, coronary orifice oc- 


*We are indebted to Dr. Claude Johnson, of the Department 
of Pathology, for these data. 
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clusion or aneurysm formation. Although all 
were males and were known to have chronic 
syphilis, in none was the presence of aortitis 
detected before death. In no instance could 
death be related to the presence of aortitis. The 
aortitis present in these six cases may with 
propriety be termed “subclinical.” It is recog- 
nized that this group is too small to give us 
more than a very rough idea of the incidence 
of “subclinical’’ aortitis in male patients with 
chronic syphilis. Nevertheless, it is of interest 
to contrast it with the incidence figure of clin- 
ically recognizable aortitis. In the Syphilis 
Clinic of the Vanderbilt University Hospital the 
diagnosis of cardiovascular syphilis was made 
only 67 times (4.3 per cent) in the study of 
1,541 patients (males and females) with chronic 
syphilis. If it is allowable to attach any im- 
portance at all to these figures, they would seem 
to emphasize the difficulties encountered in the 
clinical recognition of early aortitis. 


The clinical diagnosis of aortitis is made with 
accuracy only when one or more of the following 
diagnostic triad are present: (1) symptoms typ- 
ical of the condition, (2) signs of aneurysm, 
(3) signs of aortic regurgitation. In the ab- 
sence of all of these and without gross changes 
in the aorta on physical and x-ray examination 
one can not make the diagnosis even when 
chronic syphilis is known to exist. Moreover, 
the very group of patients with aortitis in whom 
antisyphilitic therapy would probably accom- 
plish most are patients without these signs or 
symptoms. It would seem reasonable to assume 
that if we could detect aortitis before the de- 
velopment of the irreversible changes leading to 
aortic valve deformity, coronary artery orifice 
narrowing, or aneurysm formation, therapeutic 
results would be markedly improved. While 
clinical aortitis is but slightly affected by treat- 
ment such“subclinical” aortitis might be arrested 
and the development of the late, fatal mani- 
festations prevented. With our present thera- 
peutic equipment our hope for material improve- 
ment in treatment would seem to lie in the 
recognition of these ‘“subclinical”’ cases. 

In attempts to detect some objective sign in- 
dicating the presence of “subclinical” or early 
aortic lesions it is natural to turn to x-ray. A 
cursory review of the literature is rather en- 
couraging. For example, Kurtz and Eyster® re- 
port evidence of aortitis in 90 per cent of the 
cases of acquired syphilis examined by them. 
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This evidence is based on the presence of varia- 
tions in shape of the ascending aorta, pulsation 
to the right of the sternum, and increased density 
of the descending aorta. Steinfield, Pfahler and 
Klauder? found evidence of aortitis three times 
as frequently by x-ray studies of a group of 
syphilitics as they did by other clinical studies 
alone. While not so enthusiastic regarding the 
value of x-ray in diagnosis, the contributions of 
Holmes and Ruggins® and others are also en- 
couraging. We therefore decided to review 
some of our material critically in order to de- 
termine whether these minor x-ray chances were 
present and more evident in this group than in 
normal people. If present even in the complete 
absence of other diagnostic features, they would 
render a provisional diagnosis permissible. Thus 
aortitis could be suspected, at least, in individ- 
uals with chronic syphilis before the develop- 
ment of coronary orifice constriction, aortic re- 
gurgitation or aneurysm. 


The material was carefully chosen. In order 
to increase the probability of the presence of 
aortitis we selected for the study 30 male pa- 
tients between the ages of 35 and 55 years. All 
gave a history of acquired syphilis of at least 
12 years’ duration. In the group there were 3 
paretics, 4 tabetics and 6 patients with meningo- 
vascular syphilis. The remainder were clinically 
diagnosed latent syphilis (11 cases), or active 
tertiary syphilis (6 cases). Care was taken to 
exclude from the group patients exhibiting con- 
ditions which might lead to confusion in the 
evaluation of x-ray findings, as hypertension, 
advanced arteriosclerosis, anemia or thyrotoxi- 
cosis. In none of the patients did the history 
or physical findings indicate the presence of 
aortitis and none showed on x-ray examination 
gross, readily recognizable changes of aneurysm 
or advanced dilatation of the aorta. We have 
confined our study, then, to individuals with 
uncomplicated chronic syphilis without clinical 
evidence of aortitis, but in whom the incidence 
of subclinical aortitis is doubtless high. In such 
patients any deviation from the normal aortic 
x-ray findings would be significant and would 
constitute strong presumptive evidence of aor- 
titis. 

Pulsation of the aorta to the right of the 
sternum, increased density, irregularity, dilata- 
tion, tortuosity of the aorta, a high prominent 
aortic knob, have all been reported as being 
suggestive of luetic aortitis. The patients were 
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therefore all fluoroscoped with special attention 
to these points. Besides fluoroscopic examina- 
tion in antero-posterior, postero-anterior, oblique 
and lateral positions, all patients were given a 
thick barium sulphate paste, and the relationship 
of the esophagus, heart and aorta was studied. 


Films of all patients were then made in the © 


postero-anterior, right and left anterior oblique, 
and right lateral positions, the esophagus again 
being visualized by means of a barium paste. 
The usual cardiac measurements were made. 
The diameter of the aortic arch was measured 
at the point where the aorta indents the vis- 
ualized esophagus (Kreuzfuchs’ method®). Meas- 
urement of the root of the aorta by the method 
of Hampton and Jones’® was attempted, but the 
method was not found to be entirely satisfactory, 
as the angle of rotation which showed the root 
of the aorta to best advantage fluoroscopically 
- difficult to reduplicate in the radiographic 
film. 


In not a single instance were we able to detect 
changes in the aorta which are not encountered 
in perfectly normal individuals of the same 
age group. The studies were therefore entirely 
negative. 


It is quite likely that there were instances of 
“subclinical” aortitis in the patients studied. All 
were males and all were in the second or third 
decade of syphilitic infection. A relatively large 
number had neurosyphilis. These facts suggest 
that in at least a few of our cases aortitis was 
present, although not productive of x-ray signs. 
Although the group studied is too small to allow 
for definite conclusions, we are inclined to the 
opinion that while the x-ray is of enormous value 
in confirming the presence of clinical aortitis and, 
occasionally, of disclosing the existence of silent 
aneurysms, it is of little or no value in disclosing 
early, “subclinical” disease. 
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SYPHILIS OF THE HEART AND AORTA* 
A REPORT OF 100 CASES WITH AUTOPSY FINDINGS 


By Otis S. Warr, M.D., F.A.C.P., 
Memphis, Tenn. 


Every two minutes some one dies of heart dis- 
ease! Not only do diseases of the heart al- 
ready lead among the causes of death, but the 
mortality rate is steadily increasing. From 1900 
to 1929 the rate rose from 132.1 to 210.8 per 
one hundred thousand. This increase, however, 
was limited almost entirely to persons beyond 
the age of 40. It is during this period, as will 
be shown later, that cardiovascular syphilis 
takes its largest toll. 

The principal causes of heart disease are (1) 
arteriosclerosis and hypertension, (2) syphilis, 
and (3) rheumatic fever. Although no accurate 
statistical data are available as to their inci- 
dence, it is safe to say that arteriosclerosis and 
hypertension take first rank in all sections of 
the country. The relative etiologic importance 
of syphilis and rheumatic fever varies consider- 
ably in different localities. The source of the 
data, whether from hospital or private records, 
also affects the statistics. 

That syphilis is much more prevalent among 
negroes than whites is well known, and there is 
reason to believe that it shows a greater predi- 
lection for the cardiovascular system in the 
negro. 

This paper deals with the clinical and autopsy 
findings in 100 cases of cardiovascular syphilis 
observed at the Memphis General Hospital from 
1921 to 1930, inclusive. Their distribution as 
to race and sex is shown in Table 1. 


Table 1 
Race Females 
Whites 1 
Negroes 13 


Totals 14 


Their distribution according to age, race, and 
sex may be seen in Table 2. 

During the same period (1921 to 1930, inclu- 
sive) 74,882 patients were discharged from this 
hospital. Table 3 shows their distribution as 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Fifth Annual Meeting, New Or- 
leans, Louisiana, November 18-20, 1931. 

*From the Department of Medicine and Pathology, University 
of Tennessee, College of Medicine. 


Total 
1l 
89 


Table 2 
Whites Negroes 

Ages Males Females Males Females Totai 
20-24 1 1 z 
25-29 1 7 2 10 
30-34 4 4 
35-39 1 11 2 14 
40-44 11 3 14 
45-49 1 11 3 15 
50-54 2 8 1 11 
55-59 1 10 11 
60-64 3 4 7 
65-69 6 6 
70 plus 1 1 3 1 6 

Totals 10 1 76 13 100 

Table 3 

Race Males Females Tota 
Whites 12,354 13,748 26,102 
Negroes 23,351 25,429 48,780 

Totals 33,705 39.177 74.382 


to race and sex. The ratio of whites to blacks 


was 1 to 1.86. 


Among these, a clinical diagnosis of syphilis, 
all forms, was made in 8,023 cases: an incidence 
of 10.7 per cent. In this group were 498 cases, 
or 6.2 per cent, of cardiovascular syphilis, which 
were divided as follows (Table 4): aortic insuf- 
ficiency 201, aortitis 100, myocarditis 140, and 
aneurysms of aorta 57. 


Table 4 
Total number cases of syphilis 8,023 
Total number cases cardiovascular syphilis 498 
Aortic insufficiency 201 
Syphilitic aortitis 100 
Syphilitic myocarditis 140 
Aneurysm of aorta 57 


That cardiovascular syphilis is primarily a 
disease of middle age is again well illustrated in 
Table 2. Here it will be seen that 69 per cent 
were between the ages of 30 and 60, the period 
of greatest productivity. If, then, as has been 
estimated, for every death from heart disease 
there are ten persons living who are either par- 
tially or wholly incapacitated, the tremendous 
economic importance of the condition cannot 
be too strongly emphasized. 


PATHOLOGY 


Syphilis is essentially a vascular disease and, 
so far as the cardiovascular system is concerned, 
it begins as an aortitis. Aortic insufficiency, 
aneurysm, and some of the associated degenera- 
tions of the myocardium may be properly re- 
garded as complications of aortitis. That lesions 
of the aorta are primary finds support in this 
series, in which, from the gross appearance alone, 
the pathologists were able in every case to make 
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a diagnosis of aortitis and confirm it by the 
microscopic findings. The lesions varied from 
a single small patch of longitudinal bark-like 
wrinkling to an extensive dilatation and aneu- 
rysm. 

Pathologists are in accord as to the gross and 
microscopic appearances of syphilitic aortitis, an 
excellent description of which has appeared in 
several recent articles. No such unanimity ob- 
tains, however, in regard to luetic myocarditis. 
All agree that gummata of the myocardium oc- 
cur, though infrequently, but whether the lesions 
of the heart muscle, consisting of areas of peri- 
vascular round cell and plasma cell infiltration, 
should be regarded as evidence of luetic myo- 
carditis is a moot question. Microscopically, 
these lesions resemble closely those found in the 
wall of the aorta. In some cases Warthin was 
able, by a special staining method, to demon- 
strate the presence of the Spirocheta pallida in 
situ. The autopsy protocols show that in 80 of 
this series a microscopic examination was made 
of the myocardium. In 50, or 62.5 per cent, 
there were areas of perivascular infiltration 
which were regarded as indicative of luetic myo- 
carditis. 

Obviously, until the pathologists agree as to 
the criteria for the diagnosis of syphilitic myo- 
carditis, it will be impossible to determine its in- 
cidence. 


CLINICAL MANIFESTATIONS 


In 60 cases the presenting symptoms directed 
attention to the heart or aorta, or both. The 
clinical diagnoses are listed in Table 5. 


Table 5 
CLINICAL DIAGNOSES 
Aortic insufficiency 24 
Aneurysm 10 
Aortitis 3 
Syphilitic myocarditis 4 
Chronic myocarditis 10 
Pericarditis 1 
Arterial hypertension 8 
Cerebral hemorrhage 6 
Acute infections 15 
Accidents 5 
Miscellaneous 14 


Total 


As might be expected, the most frequent diag- 
noses were aortic regurgitation and aneurysm. 
In 2 cases, diagnoses of both aneurysm and aor- 
tic insufficiency were made. On the other hand, 
aortitis occurred in only 3 and luetic myocarditis 
in 4. In but 6 of the remaining 40 cases (6 of 
cerebral hemorrhage) did the symptoms suggest 
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a lesion of the cardiovascular system. Thus, in 
34, or approximately one-third of the entire se- 
ries, there was nothing to indicate cardiovascular 
syphilis. It is evident that this is the important 
group to study in retrospect if we are to profit 
by our mistakes. In how many of these should 
the presence of cardiovascular syphilis have 
been recognized? We shall not consider the 5 
accident cases and the 15 of acute infections, 7 
of which had pneumonia. In the miscellaneous 
group syphilis of the heart and aorta was not 
detected, apparently because of incomplete study. 
It happens that 7 of these were surgical cases, 
only 2 of which could be considered emergen- 
cies. We have no way of knowing how often 
undiscovered cardiovascular syphilis contributes 
to surgical mortality. 

Cardiovascular syphilis goes unrecognized 
many times because the clinician fails to regard 
it as a possibility, and because of lack of thor- 
oughness in routine examinations. We have ob- 
served that specialists in their limited fields are 
especially prone to such derelictions. Every 


case of syphilis should be viewed as one of po- 
tential aortitis, irrespective of the stage of the 
disease or of the presenting symptoms. 


The 
consideration of a probable concomitant involve- 
ment of the cardiovascular system is far more 
important than any particular symptom or labo- 
ratory test. 

The long period of latency between the pri- 
mary infection and the appearance of cardio- 
vascular symptoms is well known. Therefore, 
the vital importance of periodic health examina- 
tions, especially of patients known to have had 
syphilis, including those who are considered 
cured. 

Wassermann.—lf these periodic examinations 
include a Wassermann test, as routine examina- 
tions should in all adults under the age of sixty, 
many cases of unsuspected and latent syphilis 
will be discovered. It is unnecessary to say that 
a negative Wassermann test does not exclude 
lues, nor should the diagnosis rest on a positive 
complement fixation test alone. But when the 
Wassermann test is repeatedly positive, it is 
the responsibility of the physician to prove that 
the patient is not syphilitic. 

In this series, a Wassermann or Kahn test, or 
both, were made in 69 cases, with 51 positive 
and 18 negative results. 

Roentgen Ray.—The examination of every 
patient with syphilis should include a routine 
fluoroscopic observation of the heart and aorta 
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with orthodiagraphic measurements. Although 
this does not take the place of a careful physical 
examination, it is our only accurate method of 
determining the size and position of these or- 
gans. Moreover, it offers the only certain means 
of diagnosing many cases of aneurysm and fur- 
nishes valuable corroborative evidence of aor- 
titis. Often a simple widening of the aorta can 
be recognized in this way before it can possibly 
be detected by physical examination. Yet such 
a finding alone, although strongly suggestive, 
does not warrant a positive diagnosis of aortitis; 
it is merely one link in the chain. The roentgen 
ray is also valuable in following the progress of 
a case under treatment. 

Pain.—Substernal and precordial pain were 
infrequent symptoms in this group. This may 
be explained by the fact that 89 per cent of 
these patients were negroes, in whom it is well 
known the threshold for pain is usually low. 
Another reason is the inherent difficulty in ob- 
taining an accurate history from this class of 
patients. Further, in many the symptoms ot 
congestive heart failure were dominant, and 
with their onset any pain which had been pres- 
ent probably disappeared. 


There is nothing especially characteristic about 
the pain of cardiovascular syphilis. It may be 
induced by effort or emotion, and may other- 
wise resemble angina pectoris. It may be a 
simple dull ache, or may be described as a 
burning sensation. The presence of any kind 
of precordial or substernal distress, however, 
particularly in a patient with other symptoms of 
syphilis, should lead us to consider the possi- 
bility of an aortitis. One patient in this series, 
a negro female with malignant hypertension and 
a blood pressure of 260/158, described attacks 
rather typical of angina pectoris. The autopsy 
showed an advanced chronic nephritis and an 
early aortitis. 

Blood Pressures —Blood pressure observations 
are of no assistance in the diagnosis of cardio- 
vascular syphilis. Hypertension is never caused 
by syphilis. Increased pressure is usually the 
result of some associated condition, as essential 
hypertension or chronic nephritis. When there 
is a high pulse pressure aortic insufficiency 
should be suspected. 

In this series, the blood pressure of only 71 
patients was recorded. Twenty-three of this 
number had aortic insufficiency. In the aortic 
group, the average systolic pressure was 142, the 
diastolic 56. The remaining 48 patients, whose 
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average age was 37 years, had an average sys- 
tolic pressure of 155 and diastolic pressure of 
90. Although this is somewhat higher than 
would be expected in supposedly healthy persons, 
it is not sufficient. to be significant. 

Dyspnea.—Dyspnea is never a symptom in 
early cases. When present, it usually indicates 
a myocardial insufficiency, although it may be a 
pressure phenomenon. Paroxysmal dyspnea, 
which has been mentioned in connection with 
cardiovascular syphilis, was not recorded in this 
group. Edema is always the result of conges- 
tive heart failure. 


Aortic Second Sound—Considerable impor- 
tance has been given to the quality of the aortic 
second sound as a diagnostic sign of luetic aor- 
titis. It has been variously described as having 
a hollow, bell-like or tambour-like character. 
Since it is not easily distinguished from the ac- 
centuated second sound in hypertension, it is 
most significant when the blood pressure is nor- 
mal or below. 

Size of the Heart—The heart was greatly en- 
larged in the majority of cases of this series. 
The exact weight was recorded in 61 cases; the 
average was 507 grams. In 21 others it was 
described as “greatly enlarged” or “enormously 
enlarged.” The size was reported as normal in 
13, and in 5 it was not mentioned. Fourteen ot 
those with enlarged heart had neither hyperten- 
sion nor aortic regurgitation. Just what role the 
syphilis played, if any, in producifg the en- 
largement is problematical. It is worthy of note 
that in the cases of aneurysm the average weight 
of the heart was 441 grams, as compared with 
606 grams in those with aortic insufficiency. 


Aortic Insufficiency —An anatomical diagnosis 
of aortic regurgitation was made in 27 cases, 24 
of which were recognized clinically. The physi- 
cal signs of aortic insufficiency are too well 
known to repeat here. When found in an adult 
with a history or other clinical evidence of syph- 
ilis, it should be regarded as a luetic lesion. The 
duration of the symptom is exceedingly impor- 
tant. If the lesion is known to have existed two 
years or more, it is probably not luetic. Aortic 
regurgitation due to arteriosclerosis is rare. If 
associated with signs of mitral stenosis, it is 
very likely rheumatic, regardless of other signs 
of syphilis. 

Aneurysm of the Aorta.—Eighteen of these 
patients had aortic aneurysm: 16 thoracic and 
2 abdominal. Only 9 of the thoracic cases were 
recognized clinically; 6 of the remainder were 
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moribund on admission and died before the ex- 
amination could be completed. It is well known 
that aneurysms of the aorta are usually syphi- 
litic in origin. Occasionally, the pathologists re- 
port the finding of a dissecting aneurysm result- 
ing from rupture of an arteriosclerotic plaque. 
These are seldom diagnosed clinically. 

Syphilitic Mvyocarditis—Since, as already 
noted, the pathologists are not agreed as to the 
criteria for the diagnosis of syphilitic myo- 
carditis, except in the presence of gumma, are 
we ever justified in making the diagnosis clin- 
ically? If an adult under 40 years of age be- 
gins to exhibit symptoms of myocardial insuf- 
ficiency without signs of valvular disease or 
hypertension, a luetic myocarditis should be sus- 
pected. If, in addition, other signs of syphilis 
are present, with or without a positive Wasser- 
mann, a diagnosis of syphilitic myocarditis is 
justified and appropriate treatment should be 
instituted. 

Electrocardiographic Examinations. — Electro- 
cardiograms were made in too few cases to war- 
rant tabulation. Although the electrocardio- 
graph may aid in the prognosis, it is of doubtful 
value in the diagnosis of early cases. On the 
other hand, a distinctly abnormal cardiogram of 
a patient known to have or suspected of having 
syphilis should lead us to seek other evidence of 
cardiac involvement. 


Table 6 
THE CAUSES OF DEATH 
Congestive heart failure 31 
Aneurysm of the aorta (rupture 9, pressure 1) 10 


Cerebral hemorrhage 
Chronic nephritis and uremia 


Acute endocarditis (1 streptococcus, 1 pneumococcus) 2 
Lobar pneumonia 8 
Bronchial pneumonia 11 
Pulmonary tuberculosis 4 
Acute infections 7 
Cerebrospinal syphilis 1 
Miscellaneous 14 

Total 100 


The causes of death are tabulated in Table 6. 
Attention is called to the interesting fact that 
apparently syphilis was directly responsible for 
death in just one-half the number. Its role as a 
contributing factor in the other 50 cases could 
not be determined. That syphilis is frequently 
the cause of sudden death has been emphasized 
by Warthin, Martland, and others. 


TREATMENT 


A discussion of the treatment of any phase 
of syphilis before this Section is indeed carrying 
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coal to Newcastle. Nevertheless, the successful 
management of every case of cardiovascular 
syphilis demands close cooperation between the 
syphilologist and internist. 


In this discussion we shall consider separately 
those patients with and without symptoms of 
congestive heart failure. In regard to the value 
of specific treatment for the first group, which 
constitutes the majority seen in hospital prac- 
tice, I confess a great deal of pessimism. In 
their management first attention must be given 
to measures for the relief of the decompensa- 
tion. Such treatment is not different from that 
employed for decompensation arising from other 
causes. In general, it is best to withhold all 
specific medication until the congestive symp- 
toms have disappeared. When specific treatment 
is instituted, it is never safe to begin with the 
arsenicals. Mercury or bismuth with iodides are 
our most dependable remedies. Later, if ars- 
phenamine seems advisable, the initial dose 
should be small and it should be increased very 
cautiously. 

At best, life can be prolonged only a few 
months. Few can be restored to a life of use- 
fulness. Therefore, far more important than the 
treatment is the prevention of this form of heart 
disease. 


Of the three principal causes of heart disease 
mentioned earlier, syphilis is the only one of 
which the cause is known, and for which we have 
a specific remedy. Further, in its incipiency we 
have an accurate means of diagnosis: the dark- 
field stage. The medical profession has been 
conversant with these facts for twenty years, 
yet surprisingly little has been accomplished, in 
this country at least, toward checking the spread 
of syphilis and eliminating it as an etiologic 
factor in heart disease. Our knowledge of syph- 
ilis, as to its cause, mode of transmission, and 
clinical manifestations is just as accurate, or 
more so, than our knowledge of tuberculosis. 
Moreover, in syphilis we have a specific remedy, 
whereas in tuberculosis we have none. Yet from 
1909 to 1929 the mortality from tuberculosis was 
reduced from 160.8 to 76 per one hundred thou- 
sand, while the incidence of syphilis has un- 
doubtedly increased. 

Is it not time, then, to pause and inquire why 
this knowledge is not finding more adequate 
application? The answer is lack of public in- 
terest. Until public interest was aroused, little 
progress was made in the control of tuberculosis. 
The moral stigma attached to syphilis and the 
general ignorance of its serious consequences 
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continue to retard the efforts of medical science 
toward its control. 


SUMMARY 


(1) One hundred cases of cardiovascular 
syphilis with clinical and autopsy findings are 
reported. 

(2) Aortitis was found in all cases and is 
regarded as the primary lesion of the cardiovas- 
cular system. 

(3) Every case of syphilis should be regarded 
as potentially one of aortitis. 

(4) Regardless of whether or not symptoms 
are present, periodic examinations should be 
made in all known or suspected cases, including 
accurate fluoroscopic measurements of the heart 
and aorta. 

(5) Cardiovascular syphilis can and should be 
eliminated as one of the causes of the increasing 
death rate from heart disease. This will be ac- 
complished only when public interest has been 
aroused in the frequency of the disease and the 
seriousness of its consequences. 


DISCUSSION (Abstract) 


Papers of Drs. Blitch, Morgan and Hillstrom and 
Dr. Warr. 


Dr. Dudley C. Smith, University, Va—In 1927, be- 
fore this Section, I reported some findings in syphilitic 
cardiovascular disease with failure. This study was be- 
gun with the idea of including early as well as late 
cardiovascular syphilis, but it was quickly discovered 
that we were unable to find or diagnose early cardio- 
vascular syphilis, including the aorta. At that time it 
was stated, “Present day clinical cardiology has not 
advanced sufficiently to determine early and minor ab- 
normalities with accuracy.” This is still true not only 
of the x-ray but of other methods of diagnosis. Sev- 
eral years ago a series of cases of secondary syphilis 
were reviewed carefully in Dr. P. D. White’s Clinic in 
Boston in an effort to determine aortic involvement. 
The examinations were negative. This report has been 
interpreted by some as evidence of the absence of 
cardiovascular involvement in early syphilis. The ex- 
planation, of course, is that we are incapable of recog- 
nizing chronic inflammation in the aorta without gross 
changes. 

Stokes states in his text-book, in discussing syphilis of 
the aorta, that his observations of diagnostic technic 
led him to place more reliance on an acute perception 
of symptoms and physical examination than on the 
roentgen ray in reaching an early diagnosis. 

The widespread application of modern syphilotherapy, 
as was brought out by the essayists, will, we think, 
prevent syphilis of the heart and aorta. The loss of a 
successful honorable business man of forty with the 
responsibilities that he carries is to my mind more im- 
portant than the death of a fetus. 

Since the present roentgen ray technic and other 
measures do not locate early cardiovascular syphilis, there 
is presented to us a problem to solve. 
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Dr. Charles C. Dennie, Kansas City, Mo—In cardio- 
vascular syphilis, as well as in all syphilis, one should 
keep in mind the pathology of the disease. To me it is 
interesting to divide it into four stages, invasion, infil- 
tration, resolution and the stage of cicatrization. The 
first thing to remember is that cardiovascular disease 
is not a fulminating affair. It is an affair of slow 
and general progress from the time of infection until 
the patient dies. We believe in this modern medicine 
that whatever portion of the human body is going to 
be affected is affected during the secondary stage. It 
is my belief that any person who has cardiovascular 
disease has had it early in the course of the infection. 

The second thing I remember is that the little colo- 
nies of spirochetes may lie in whatever part of the 
body they are deposited for months or years without 
calling to these parts any definite number of lympho- 
cytes, p'asmocytes or other cells of reticulo-endothelial 
origin. When these are not called there is no evi- 
dence of disease, but, as a rule, soon after they are 
deposited infiltration, resolution and cicatrization begin 
and there is evidence of a diseased aorta. I believe 
that until that stage is reached it is impossible to 
make a diagnosis by any physical means. Many times 
there is no symptomatology. 

Therefore, the treatment of any of these cases should 
be a continuous treatment. A patient known to have 
syphilis should receive every year a prescribed course of 
treatment during the rest of his life. I do not believe 
that we ever eliminate all of the spirochetes. We may 
put the patient in such condition that he may live out 
his disease, but I believe that the development of other 
infections will bring out a reappearance of the cardio- 
vascular syphilis, with general development of the dis- 
ease. 


Dr. Harry C. Schmeisser, Memphis, Tenn—I shall 
speak of the morbid anatomy of the last two papers. 
I was responsible for the interpretation of the patho- 
logical findings of the 100 cases with autopsy reported 
by Dr. Warr. 

There is a difference of opinion among pathologists 
as to the frequency of true syphilitic myocarditis. This 
is due to a lack of agreement as to the histopathology. 
We must look upon Warthin’s studies on the pathology 
of syphilis with great respect, and he tells us that in 
every case of syphilis the myocardium is affected. In 
another series of cases Clawson and Bell, eminent au- 
thorities on the pathology of the heart, arrived at the 
conclusion that syphilitic lesions of the myocardium 
were rare and insignificant. Thus, three recognized au- 
thorities differ. One finds 100 per cent involvement 
and the other two find it rare. In Dr. Warr’s series we 
found cases in which the myocardium was involved in 
the sense that we saw and described the histopathology 
which Warthin has taught us to be characteristic. If 
we follow Warthin these are examples of syphilitic 
myocarditis. If we follow Clawson and Bell, they 
are not. 

The demonstration of the spirochete in the section 
is the accepted method of proving the etiology of a sup- 
posedly syphilitic lesion. Warthin was able to demon- 
strate spirochetes in 75 out of 300 hearts from syphi- 
litic patients. Bell, on the other hand, did not find 


spirochetes in a single case of all those he examined, 
though his technic was carefully controlled by readily 
demorstrating spirochetes in other material which was 
stained at the same time. 
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It is stated by some pathologists that syphilitic aortitis 
is present in all syphilitic cases. Dr. Warr’s series would 
tend to bear that out. Aortitis was present in 100 per 
cent of his cases, grossly and microscopically. The 
cases that we can recognize anatomically are the late 
cases, the ones that have healed, the cases of scarring 
and wrinkling. An aneurysm or a diffuse dilatation of 
the aorta can be recognized clinically. Dr. Morgan 
said he was particular'y interested in the group in 
which there were no macroscopic but only microscopic 
lesions. I was delighted when he stated that his results 
were negative. Had they not been I would have been 
disappointed. I would expect negative results in those 
early cases, for there is no reason why the roentgeno- 
gram should show these minute cellular changes. 


Dr. Harry M. Robinson, Baltimore, Md.—I think 
pessimism regarding the use of the roentgen ray and 
the electrocardiogram in cardiovascular diseases is out 
of place. These two papers again show that in this 
procedure we have a test which, when negative, means 
nothing, but which is frequently a valuable aid in the 
diagnosis of cardiovascular disease. 

I should like to say a word regarding Dr. Dennie’s 
discussion. We want to find out whether any pre- 
scribed therapy will arrest or cure syphilis. Certainly 
we in our Clinic have met cases of reinfection, un- 
doubtedly cases of reinfection and not recidives. Our 
impression of the efficacy of thorough treatment is 
such that we cannot bring ourselves to sentence every 
woman who has received consistent therapy over a 
prescribed period to take further treatment every year. 
I realize the fear of recurrence or that a syphilitic child 
may be born in spite of the treatment the mother has 
received, but in our cases I have not seen a syphilitic 
child after the mother had received regular persistent 
treatment. 


Dr. Morgan (closing) —The x-ray is diagnostic when 
it revea's the presence of silent aneurysm and unsus- 
pected frank dilatation. It is of great confirmatory 
value in the clinically easy case. However, our study 
has convinced us that many x-ray studies of aortitis 
with detailed description of early x-ray changes are 
in reality studies of the aorta in hypertension, arterio- 
sclerosis, anemia and thyrotoxicosis. Individuals with 
syphilis may have minor x-ray changes on account of 
factors other than luetic aortitis. These factors must 
be excluded or allowed for before interpreting minor 
changes as due to luetic aortitis. 


Dr. Warr (closing) —I wish to emphasize the point 
brought out by Dr. Morgan in regard to the incidence 
of syphilis of the cardiovascular system. The available 
statistics indicate a wide difference in the incidence of 
this disease in the various sections of the country. 1 
have been interested in comparing our own statistics 
with those of the American Heart Association in the 
scientific exhibit, which show that cases of cardiovascular 
syphilis are much more numerous in Baltimore than in 
Memphis. Such discrepancies serve to prove the urgent 
need of correct figures. The data we have at present 
are almost entirely from hospital records, and it is 
well known that the incidence of syphilis is much higher 
in hospitals than in private practice. 

Accurate statistics on this disease would be not only 
of great scientific interest, but of inestimable value in 
working out a program which would eliminate this im- 
portant cause of heart failure. 
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SYPHILIS OF THE STOMACH: REPORT 
OF A CASE TREATED WITH 
BISMUTH* 


By Epmonp L. Rice, M.D., 
and 
L. Mrnor Brackrorp, M.D., 
Atlanta, Ga. 


Eight cases of gastric syphilis from 35,000 
admissions of negro patients to the Grady Hos- 
pital have already been reported by Fitts.! 
Seven cases from approximately 3,000 cases of 
syphilis studied at Vanderbilt University Hospi- 
tal have been recorded by Harris and Youmans.” 
These papers indicate the rarity of the condi- 
tion. The present prominence of syphilis of 
the stomach in clinical literature is largely due 
to Eusterman, who has been writing on the sub- 
ject for fifteen years. In earlier papers, his 
classic criteria for the diagnosis were: (1) the 
history of infection some years before and posi- 
tive Wassermann reaction; (2) definite evi- 
dence of syphilis elsewhere in the body; (3) 
roentgenologic demonstration of a gastric lesion, 
with achlorhydria, and (4) anatomic restora- 
tion, demonstrated roentgenologically, and clin- 
ical improvement following treatment for syph- 
ilis. These standards have been made some- 
what less rigid in his most recent paper.® In 
this Eusterman stated that in 79 per cent of his 
series of 93 cases there was marked if not com- 
plete relief of symptoms; anatomic restoration 
was often not as prompt as the clinical improve- 
ment and sometimes did not occur. 


REPORT OF CASE 


A truck driver, aged 41, was admitted September 17, 
1931, complaining of stomach trouble. At 25, a penile 
sore had been present for six weeks. The patient had 
been married 21 years, but his wife had never been 
pregnant. In 1923, after three weeks of anorexia, nau- 
sea, vomiting and insomnia, he had vomited first ma- 
terial like coffee-grounds, and later “about a pint of 
blood.” Then he had suffered brief, cramping pains 
immediately after eating, but in a few months he re- 
gained his health without treatment. Beginning four 
weeks before admission, the patient had again experi- 
enced nausea and vomiting after taking food or liquid. 
For one week he had had cramp-like pains in the um- 
bilical region aggravated by food and partially relieved 
by vomiting. The patient had grown weaker and had 
lost about 30 pounds. 

He looked sick, refused food, and vomited all fluids 
taken. The abdomen was rigid and somewhat tender, 


*Received for publication March 14, 1932. 
*From the Emory University Division of Grady Hospital. 


Roentgenogram of the stomach taken September 20, 1931, 
a few minutes after the ingestion of barium. Note the 
irregularity of the greater curvature, the prepyloric nar- 
rowing, the patent pylorus, the distended duodenum and 
the amount of barium in the jejunum. 


Fig. 2 
Roentgenogram of the stomach taken December 13, 1931, 
a few minutes after the ingestion of barium. The size 
and shape of the stomach are essentially normal except 
for slight prepyloric narrowing, and but little barium 
has passed the pylorus. 
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particularly in the epigastrium. Argyll Robertson pu- 
pils and absent patellar reflexes were noted. The Was- 
sermann reaction of both blood and cerebrospinal fluid 
was strongly positive. On fluoroscopic examination, 
the barium passed into the stomach and through a 
gaping, slightly narrowed pylorus without noticeable 
interruption to fill the duodenum, and flowed rapidly 
into the hyperactive jejunum. It was impossible fully 
to distend the stomach, as the patient vomited when he 
drank more than about 250 c. c. of the barium mix- 
ture. In spite of the rapid emptying, there was no 
evidence of gastric peristalsis. The outline of the 
stomach, especially along the lower half of the greater 
curvature, was irregular. This irregularity persisted on 
palpation. 

For several weeks after dismissal from the hospital 
on October 3, the patient lived on soft food and liq- 
uids. He returned to the dispensary on September 27 
for antisyphilitic treatment. Sodium bismuth tartrate 
(2 c. c. of 1.5 per cent solution) was injected intra- 
muscularly twice a week. His response to treatment 
was rapid and on November 20 (after six injections) 
he volunteered that his appetite was enormous and that 
he could eat anything; his only worry was to get 
enough to eat. After ten injections of bismuth, a sec- 
ond series of roentgenograms of the stomach was made. 
Except for a slight prepyloric narrowing, no deviation 
from the normal was noted. Bismuth therapy was 
suspended for a month and potassium iodide was pre- 
scribed. 

On January 5, 1932, a second course of bismuth was 
begun. He had gained 30 pounds since leaving the 
hospital and the Wassermann reaction of the blood 
was negative. There was no free hydrochloric acid in 
the gastric contents after an alcohol meal, and the com- 
bined acidity was low.** 


COMMENT 


This is perhaps the first case of gastric syph- 
ilis in which symptomatic relief and anatomic 
restitution were effected with bismuth only. It 
was through an oversight that potassium iodide 
was not prescribed a month earlier. Whether 
the gastric symptoms of 1931 had their origin 
in 1923 we do not know.? 


REFERENCES 


1. Fitts, J. B.: Syphilis of the Stomach: A Study of Eight 
Cases. Ann. Int. Med., 4:628, Dec., 1930. 

2. Harris, Seale, Jr.; and Youmans, J. B.: Syphilis of the 
Stomach: A Report of Seven Cases. Sou. Med. Jour., 24: 
847, Oct., 1931. 

3. Eusterman, G. B.: Gastric Syphilis: Observation Based on 
Ninety-Three Cases. J.A.M.A., 96:173, Jan. 17, 1931. 


*#In April, 1932, this patient weighed 19 pounds 
more than his average weight in health, and had had 
no recurrence of digestive disturbances. 

fH. L. Brockus and Joseph Bank (Amer. Jour. Syph., 
13:30, January, 1929) have said: “In the future we 
shall favor bismuth rather than the arsenicals in the 
treatment of syphilis of the stomach with pyloric ob- 
struction.” In one of their cases, after the patient 
had had a course of iodides, he suffered a severe reac- 
tion to the injection of neoarsphenamine; treatment was 
continued with potassium bismuth tartrate, with clini- 
cal improvement in three months and anatomical im- 
provement at the end of five months. 
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COSMETIC ERUPTIONS* 


By Everett S. Larn, M.D., 
Oklahoma City, Okla. 


The use of cosmetics is not a fad or practice 
of the modern age, as is generally believed. His- 
tory reveals that all nationalities have used orna- 
ments, paints and powders upon the exposed 
parts of the body to signify certain intentions 
of war, peace, or to commemorate certain tra- 
ditions. 


The Bible several times mentions the adorn- 
ments of the body, or the application of aro- 
matic oils, costly ointments, or paints in prepa- 
ration for certain occasions, in order to give 
expression of devotion. Mary, sister of Martha 
(John 12:3), in her religious emotion, anointed 
the feet of Jesus with costly ointment of spike- 
nard. Ezekiel (23:30) tells us of a curse pro- 
nounced upon two lewd women, sisters, who 
painted their eyes and bedecked themselves with 
ornaments in order to entice young men who 
passed their way. 


Long before the day of modern cosmetic chem- 
istry, the American Indian prepared fragrant 
perfumes from wild vegetation, and mixed his 
paints of various colors from pulverized autumn 
leaves, earth, and rocks. The application of 
such richly colored paints to his face and un- 
covered body did not always signify warfare or 
religious emotion, as most historians imply. 

The author has observed these aboriginal 
tribes spend hours painting and decorating them- 
selves for powwows. After watching them in 
their ceremonials, he concluded that the para- 
mount object of the younger members was iden- 
tical with that of the “pale face,” the attraction 
of the opposite sex. 

The extravagant use of cosmetics by our own 
women emphasizes the fact that the harlot can 
no longer claim exclusive rights to such artifi- 
cialities. Furthermore, a glimpse into a barber 
shop or a modern beauty parlor for men con- 
vinces us that men are not to be outdone in 
this field. 


A PATHOLOGIC PROBLEM 


Cosmetics did not present a serious patho- 
logic problem until after the beginning of the 
Twentieth Century. The old commercial ax- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Fifth Annual Meeting, New Orleans, 
Louisiana, November 18-20, 1931. 
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Fig. 1 
Dermatitis caused by lipstick. Eruption had existed for sev- 
eral —— and lipstick had not previously been sus- 
pected. 


iom, “The wrapper and color sell the goods,” 
perhaps has never before been more clearly ex- 
emplified than in the sale of cosmetics. Un- 
scrupulous and ignorant producers, by their 
widespread advertising of misleading catchy 
phrases, such as “harmless freckle and blemish 
remover,” “skin astringent,” “beauty cream,” 
“restoration of natural color to the hair,” or 
“permanent removal of superfluous hair,” soon 
gave dermatologists new eruptions for diagnosis 
and treatment. These cases became so frequent 
between the years 1910-1925 that public health 
agencies began an organized attack. 


The attention called by Knowles,! Woltman,? 
Cole, Miller and Tausig,* Tauber® and others, 
who, with the aid of analyses made by the Bu- 
reau of Investigation of our American Medical 
Association, resulted in a new era in the quality 
of cosmetics. 


ANALYSES OF COSMETICS? 


Analyses revealed that most freckle removers, 
and most of the so-called bleaching creams, con- 
tained high percentages of mercury, salicylic 
acid, bismuth subnitrate, potassium carbonate, 
and other chemicals which are harmful when 
used over long periods of time. It was also dis- 
covered that most hair dyes and dyed furs con- 
tained lead, sulphur, silver, iron or copper salts, 
while some contained the extremely poisonous 
synthetic product of paraphenylendiamine. Van- 
ishing creams proved to be largely a soapy prod- 
uct rather than a cream. 
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Certain face powders contained mercury, lead, 
bismuth or barium, together with starches, talc, 
and orris root, instead of rice powder, as claimed. 
Many perfumes contained poisonous vegetable 
extracts and irritating oils in wood alcohol solu- 
tions. 

Recently, our attention has been called by 
Lane and Strauss® and Gross and Robinson’ to 
a mottled pigmentation of the skin, caused by 
the application of certain toilet waters which 
contain alcoholic solutions of oil of bergamot, 
and the subsequent exposure of the skin to sun- 
light or ultraviolet rays. 


EDUCATIONAL PROPAGANDA 


During the past few years the pendulum has 
swung toward the manufacture of less harmful 
cosmetics. Many leading companies are now 
cooperating with the Bureau of Investigation of 
the American Medical Association in order to 
offer to the public the purest cosmetics possible. 
There still remains, however, a sufficient num- 
ber who are indifferent, and who find unin- 
formed customers at the toilet counters, to make 
cosmetic dermatoses a common incident in the 
practice of the busy dermatologist. 


It should be remembered, however, that the 


Fig. 2 
Acute papulo-vesicular dermatitis spreading from scalp over 


ace, ears and neck; caused by hair tonic which con- 
tains strong solution of arsenious acid. 
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Fig. 3 

Dermatitis over body, more especially the lumbar area, 
caused by bath salts. Doubtless the perfume contained 

in the salts was the chief irritating factor. 


factor of individual sensitivity always enters into 
the danger from the use of any cosmetic. Orris 
root, bismuth, barium, starch and carmine col- 
oring, which ordinarily are considered inert, 
may, in certain persons, produce sneezing, in- 
creased lacrymation, erythematous and papulo- 
vesicular eruptions. 


PERSONAL OBSERVATIONS 
The Lain-Roland Clinic has learned. to regard 


with suspicion any mild dermatitis occurring over _ 


the face following the use of the so-called lemon, 
milkweed, or cucumber creams. The same may 
be said of many of the imported face powders or 
lipsticks. 

I have observed, in recent years, many cases 
of a mild dermatitis caused by after-shaving lo- 
tions; also, a few cases from the use of shaving 
creams containing barium sulphide. In fact, any 
inflammation developing upon the face or scalp 
within twenty-four hours after shaving, or the 
application of a hair tonic, is regarded as a pos- 
sible chemical dermatitis, unless, by patch or 
other tests, it is proved improbable. The appli- 
cation of hot towels either before or after the 
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application of a cosmetic makes an unpleasant 
reaction more likely. 

Hair tonics which contain solutions of arsenic, 
salicylates, borates, mercury, resorcin and other 
irritating ingredients should not be used except 
upon the advice or prescription of a physician. 
Hair dyes containing paraphenylendiamine often 
cause such a violent dermatitis as to resemble 
Rhus tox. 


Depilatories which contain barium or calcium 
sulphide are capable of producing dermatitis on 
any skin if applied daily or over long periods 
of time. This is also true of anti-odor or anti- 
sweat preparations, which are usually prepara- 
tions of salicylic acid or aluminum salts. Dry 
cosmetics or those incorporated in heavy oils or 
oily creams, show a lower incident of dermatitis 
than do aqueous or alcoholic solutions. Like- 
wise, increased temperature and_ perspiration 
raise the incident of untoward reaction. 


We have made a brief review of 285 cases of 
dermatitis of various types which came to the 
Lain-Roland Clinic during the year 1930. In 
42, or 11 per cent, of such cases the eruption 
A diagnosis of cosmetic 


occurred over the face. 


Fig. 4 
Acute vesicular, crusty and exfoliative dermatitis occurring 
with progressive intensity over face and neck. Cau 
by common brand of so-called ‘‘Lemon Cream.” 
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Fig. 5 
Patch test showing positive sensitization to popular brand 
skin tonic. 


dermatitis was made in 32, or 75 per cent, of 
this series of facial eruptions. 


Patch tests were made in many, while in 
others the diagnosis was proved by a discontinu- 
ance or change of cosmetics. Some refused patch 
tests or failed to return for further observation. 
Several of the latter group have recently been 
checked and found to have changed cosmetics 
without the recurrence of the eruption. 


The diagnosis of cosmetic eruptions presents 
a problem no less difficult than that of derma- 
titis from any other external factor, such as 
plants, or drugs. The symptoms, briefly, consist 
of mild itching, burning, stinging or tingling, 
followed by an erythema and possibly by a 
papulo-vesicular eruption. Such reaction occurs 
on areas over which the preparations are com- 
monly applied. The tender skin of the eyelids, 
ears, or neck usually shows the first symptoms. 
It may be of such a mild degree as to give but 
little discomfort or objective symptoms, and 
passes unnoticed until in a subsiding stage, when 
a fine, branny exfoliation attracts the attention 
of the patient. 


SUMMARY AND CONCLUSIONS 


(1) The use of adornments of body and cos- 
metics is as old as the races of people. 
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(2) Cosmetics did not become a serious path- 
ologic problem until after the beginning of the 
Twentieth Century. 


(3) Educational propaganda is slowly bring- 
ing about a marked improvement in the quality 
of cosmetics, though reactions caused by such 
compounds are still a frequent incident in the 
practice of dermatologists. 

(4) During the year 1930, 75 per cent of 
various types of dermatitis which occurred upon 
the face and neck of persons who came to the 
Lain-Roland Clinic was diagnosed as cosmetic 
eruptions. 

(5) By the practice of patch skin tests, as 
discovered by Jodassohn, improved by Bloch and 
recently emphasized by Sulzberger and Wise,® 
dermatologists can render valuable aid to their 
clientele in the selection of harmless cosmetic 
preparations. 
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DISCUSSION (Abstract) 


Dr. M. T. Van Studdiford, New Orleans, La—When 
We run across an eruption that is atypical, then we 
must use Conan Doyle methods to solve the mystery. 
If a patient has an eruption behind the ears, over the 
chest or over the cheeks, as Dr. Lain has shown, we 
must search through the list of preparations that she 
has been using to enhance her beauty, to increase her 
attractiveness to the opposite sex or her own sex, or to 
calm her nervous irritability as a pacifier calms the 
nerves of the child. We find few cosmetic eruptions 
considering the innumerable varieties of cosmetics used 
by all ages and classes of society. The most puzzling 
problem in cosmetic eruptions is not the action of the 
agent itself, but the preparatory caustics and fat re- 
moving agents which precede the application of the 
cosmetic. These often lower the patient’s resistance, 
causing a sensitivity to an otherwise harmless cosmetic. 
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I was only a young fellow when “Palmer skin suc- 
cess” was the rage among those wishing to remove 
freckles and pigmentations from their otherwise fair 
faces. I remember two of my mother’s friends who 
bear evidence of the mercury used in this preparation 
in the discoloration of both cheeks and forehead by the 
mercury deposit in their skin. 


Dr. Howard Morrow, San Francisco, Calif—Many 
cases of dermatitis of the face, neck and axilla are due 
to irritants. We find cases of dermatitis of the face 
secondary to dermatitis of the scalp and many of these 
are due to “inecto” that has been used to darken the 
hair. We find very little dermatitis of the face except 
from powders. Greases we find ordinarily do less harm 
than powders. Dermatitis of the eyelids we find occa- 
sionally and only recently I saw a woman who de- 
veloped an eruption from the varnish on her eye glasses. 
This diagnosis was proven by taking the glasses and 
strapping them on the forearm, where they produced 
a positive patch test. I presume the eruptions on the 
neck are most frequently caused by irritation from 
furs. In the axilla we find dermatoses due to the 
application of “miracle” and other depilatories. Instead 
of shaving, women use this preparation and sometimes 
to get rid of the unfortunate odor of perspiration they 
use “odorono,” and that sometimes produces a derma- 
titis. Not long ago we saw a woman who developed 
an eruption on the side of her neck which we found 
was always worse a day or two after her nails were 
manicured. She slept with her hand under her neck 
and red scaling areas on the neck developed after she 
had been to her manicurist. 


As Dr. Van Studdiford said a minute ago, we have 
to be detectives to find out these things, not derma- 
tologists but real sleuths. 


Dr. J. N. Roussel, New Orleans, La—I wish to ask 
why it is that nearly all of the so-called hair dye 
dermatoses occur on the face and not on the scalp. I 
have seen many cases that apparently did not affect the 
scalp at all. I have seen a dermatitis over the eye- 
brows although the scalp, which received most of the 
application, has not been affected. 


Dr. Jack Jones, Atlanta, Ga—One group of cases 
that we have always put down as cosmetic dermatitis 
we have not been able to prove to be so. I refer to 
the thickened scaly dermatitis of the eyelids in women. 
I have treated these as seborrheic dermatitis. Of course, 
occasionally we see a mascaro dermatitis or the derma- 
titis from applications to the eyelashes or eyes, but 
that is not what I have in mind. I have not been 
able to find these cases associated with seborrhea and 
wish to know whether Dr. Lain has run across this 
particular group of cases and whether he can enlighten 
us concerning the etiology. 


Dr. Everett R. Seale, Houston, Tex.—I wish to report 
a dry, scaly eruption of the palm which clinically 
looked like fungus infection, but which did not respond 
to treatment. The patient suggested that it might be 
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due to perfume. A patch test with the perfume caused 
acute pain. This patient had been putting the perfume 
on her handkerchief for years and carried the hand- 
kerchief in her left hand, never in the right hand. 


Dr. Harry M. Robinson, Baltimore, Md.—All of us 
are asked for our opinion on different powders, lipsticks 
and creams, and as to which preparations are prefer- 
able. What puzzles me is where I am going to find 
out which powders and lipsticks contain the least irri- 
tants. I am always eager to hear every paper on cos- 
metic dermatoses, but I fail to find analyses of these 
powders and cosmetics. I wish the American Medical 
Association would take as much interest in these things 
as it does in drugs, for they are certainly of great im- 
portance. 


Dr. Isaac R. Pels, Baltimore, Md—I wish to call 
attention to those cases in which the patch test is nega- 
tive, for example, when made on the arm or on the 
back, in cases of lesions on the face. If the test could 
be made on the face we might get a reaction, whereas 
we do not get one elsewhere. Is the condition of al- 
lergy on the affected part limited, or does it extend 
over the entire skin? This question was brought out 
in discussion of papers read before the American Derma- 
tological Association by both Klauder and Bruno Bloch 
in 1928. 


Dr. Lain (closing) —Lifebuoy soap, I think, is a 
lysol preparation, which not infrequently produces erup- 
tions. The positive or negative result of patch tests 
depends upon their method of application. It is easy 
to get a negative result if the skin is already greasy 
and laden with debris. We have found it necessary 
to clean the skin thoroughly with ether before applying 
the tests. Someone recently has emphasized the im- 
portance of not depending upon a twenty-four or even 
a forty-eight hour test. It is sometimes possible to 
have the reaction even after two weeks. 

Dr. Morrow spoke of face powders. Many still con- 
tain carbonate of lead which gives a smooth, soft feel 
to the skin, and in areas where the skin becomes moist 
with perspiration a dermatitis often results. He also 
suggested another source of cosmetic dermatitis, namely: 
nail polish, for which I shall watch in future examina- 
tions. 

Dr. Roussel asked why the dermatitis from hair dyes 
frequently occurs on the face and not on the scalp. 
That is because the skin around the eyelids and face is 
more sensitive than the scalp. Hair tonics and dyes 
may cause only an erythema over the scalp, which is 
easily overlooked without close inspection. 

Dr. Jones asked why we see many cases of dermatitis 
upon the eyelids. This has also at times been a very 
puzzling question to other dermatologists. It is very 
difficult to trace a cause in many cases because there 
are many possible external irritants. The eruptions 
may be caused by various external irritants which are 
carried by the fingers to the eyelids. 
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OBSTRUCTIVE DYSPNEA: BRONCHOS- 
COPIC OBSERVATIONS. TYPES, 
WITH ILLUSTRATIVE 
CASES* 


By GasriELt Tucker, M.D., 
Philadelphia, Pa. 


Obstructive dyspnea may be defined as dysp- 
nea due to obstruction in the airway. It may 
be classified (1) as high obstructive dyspnea, 
when the obstructing lesion occurs in the pha- 
rynx, larynx or upper trachea; (2) low obstruc- 
tive dyspnea when it occurs in the lower trachea 
and main bronchi; and (3) bronchial obstructive 
dyspnea when the obstruction is in the small 
bronchi. 

Obstructive dyspnea might also with propriety 
be called surgical dyspnea, because in the ma- 
jority of instances relief and cure of the condi- 
tions are obtained only by surgical (mechanical) 
measures (direct laryngoscopy, bronchoscopy, 
intubation and tracheotomy). 


As example of the common causes of high ob- 
struction producing dyspnea may be mentioned 
retropharyngeal abscess, edema of the larynx, 
foreign body in the larynx or pharynx, laryngeal 


diphtheria, and tumors of the larynx. In high 
obstruction, relief of dyspnea is obtained by sur- 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Fifth Annual Meeting, New Or- 
leans, Louisiana, November 18-20, 1931. 


Fig. 1 (a) 

Child with high obstruction, postdiphtheritic 
laryngeal stenosis. Inspiration shows marked 
indrawing at the suprasternal notch and tip 
of the sternum. 
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gical removal of the obstruction, intubation, or 
tracheotomy; and while medical assistance is also 
necessary, as in diphtheria, the emergency re- 
quires surgical aid. In low obstruction, relief 
may be obtained by the bronchoscopic removal 
of foreign body, by removal of intrabronchial tu- 
mors bronchoscopically, and by the surgical re- 
moval of mediastinal tumors which may be pro- 
ducing tracheal or bronchial compression. In 
bronchial obstructive dyspnea where foreign 
body or secretion is the etiologic factor, bron- 
choscopic removal is the surgical method of 
choice. Spasm plays practically no part in ob- 
structive dyspnea and for this reason morphine 
is contraindicated. If the patient is so dyspneic 
that he cannot sleep, it is because he has to use 
his accessory respiratory muscles to breathe. 
Sedative doses of morphine will, in many in- 
stances, put him to sleep, stop the action of the 
accessory respiratory muscles, and produce as- 
phyxiation. 
DIAGNOSIS 


Because of the necessity for surgical aid, diag- 
nosis should be made without delay. Careful 
examination, general and local, and roentgen ray 
study are necessary. Laryngoscopy, direct lar- 
yngoscopy, and bronchoscopy will definitely lo- 
calize the obstruction. 

High Obstructive Dyspnea—The symptoms 
and signs of high obstruction (obstructive lar- 
yngeal dyspnea) are pathognomonic. The sign 
of most importarce is the characteristic indraw- 


Fig. 1 (b) 
Expiration shows contour of chest practically 
normal. 
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Fig. 2 
Photograph shows inspiration following tracheotomy. 
entirely relieved. 


ing at the suprasternal notch, the epigastrium 
and the intercostal spaces and supraclavicular 
spaces on inspiration. The obstruction is great- 
est on inspiration because of the trap-door-like 
action of the vocal cords. The floor of the ven- 
tricles of the larynx is higher at the margin of 
the cord than it is at the outer side of the ven- 
tricle. The air passing inward has a tendency 
to pull the cords together, narrowing the glottis. 
This produces an increase in the negative pres- 
sure on the inside of the chest with the resultant 
typical indrawing. The sign appears early, par- 
ticularly in children, is worse on exertion, and 
becomes progressively more marked as the ob- 
struction increases. Usually stridor and wheeze 
are present. Restlessness in children is a very 
important sign and inability to sleep, combined 
with indrawing, is an indication for surgical re- 
lief of the dyspnea. The diagnosis is made by 
the signs and the local examination. The exact 
condition can best be determined in most cases 
by direct laryngoscopy and bronchoscopy. If re- 
lief cannot be obtained by local endoscopic treat- 
ment of the larynx or pharynx, intubation may 
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be done or the bronchoscope can be 
inserted and tracheotomy can be 
performed properly in an orderly 
manner with the bronchoscope in 
position. 

Low Obstructive Dyspnea. —In 
low obstruction the symptoms and 
signs are usually characteristic also. 
The examination of the chest shows 
the indrawing to be greatest at the 
tip of the sternum and the lower 
intercostal spaces. There will be 
little or no indrawing at the supra- 
sternal notch or above the clavicle. 
Stridor is usually absent. There is, 
however, a distinct wheeze which is 
usually loudest on expiration. The 
voice is likely to be clear. X-ray 
examination may give definite local- 
ization of the lesion. The final di- 
agnosis is by bronchoscopic inspec- 
tion of the lower trachea and bron- 
chi. The treatment is surgical re- 
moval of the obstruction, for exam- 
ple, by endoscopic removal of the 
foreign body. 


Differential Diagnosis—The in- 
drawing in obstructive dyspnea 
must be distinguished from the in- 
drawing in certain patients with the 
so-called ‘“‘soft chest” and in congen- 
ital types of chest where the indrawing occurs be- 
cause of lack of support in the bony and carti- 
laginous frame work. In these cases inspiratory 
indrawing may occur both at the tip of the ensi- 
form and the suprasternal notch without any 
sign of dyspnea. There is no wheeze, no stridor, 
no dyspnea, and bronchoscopic examination is 
entirely negative for obstruction in the pharynx, 
larynx, trachea or bronchi. However, any type 
of obstruction will greatly increase the indraw- 
ing in these cases. 

Bronchial Obstructive Dyspnea.—In the third 
type, bronchial obstructive dyspnea, where the 
obstruction is in the smaller bronchi, there 
is no indrawing. The clinical picture is very 
close to that of asthma. There is bilateral 
emphysema, with an expiratory wheeze. In 
the cases observed, morphine and adrenalin 
failed to relieve the dyspnea. On bronchoscopic 
examination, obstructive material was removed 
from the smaller bronchi with immediate relief 
of symptoms. 


ILLUSTRATIVE CASES 
I should like to report illustrative cases of each 
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of the three types of obstructive 
dyspnea as mentioned. 

The most common type is high 
obstructive dyspnea or obstructive 
laryngeal dyspnea. The author had 
the opportunity of recording a case 
with moving picture film that 
showed the characteristic signs of 
laryngeal dyspnea (Figs. 1, 2 and 
3). (Obstructive Laryngeal Dysp- 
nea, Transactions of the American 
Laryngological, Rhinological and 
Otological Society, 1927.) The signs 
are so characteristic that any phy- 
sician should be able to recognize 
them all the way across the room 
and should prepare for surgical re- 
lief and not wait until emergency 
tracheotomy is necessary. 


Case 1—Another patient, a child, aged 
2% months, was referred by Dr. Howard 
Childs Carpenter, of the Graduate Hos- 
pital, to the Bronchoscopic Clinic. The 
child showed fair development, but was 
urgently dyspneic with marked inspira- 
tory indrawing at the suprasternal notch, 


tip of the sternum and intercostal spaces 
(Fig. 4). X-ray examination showed 
widening of the mediastinal shadow with 
evidence of anteroposterior tracheal com- 
pression in the lateral roentgenogram. 
The urgent dyspnea was quite recent, al- 
though there had been a mi'der grade of 
dyspnea for some time and the child 
had received mild roentgen ray treatment 
for enlarged thymus. On the develop- 
ment of urgent dyspnea a direct exami- 
nation was requested and on bronchoscopic 


Photograph of same child as Fig. 1 t time of discharge from the hospital. 
After cure by direct laryngoscopic dilatation of the laryngeal stenosis the child 
has been decannulated. 


Fig. 4 


Fig. 4 


Child with bilateral posticus paralysis due to thymic en- (b) Expiration shows contour of the chest practically 
largement (high obstruction). (a) Inspiration shows normal. 
indrawing at the suprasternal notch and tip of the 


sternum. 
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examination a bilateral posterior paralysis of the larynx 
with anteroposterior tracheal compression as shown in 
the roentgenogram was confirmed (Fig. 5). The tracheal 
compression, however, was not sufficient to account for 


Fig. 5 
Same child as Fig. 4. (a) 
Drawing of the larynx as 
seen on direct laryngoscopy, 
bilateral posticus paralysis. 


(b) Drawing of the upper 
thoracic trachea as seen on 
bronschoscopic examination, 
anteroposterior compression, 


Fig. 6 
After tracheotomy; dyspnea relieved. Treatment of the 
thymic enlargement by roentgen ray therapy can 
be continued. Same child as Figs. 4 and 5. 
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Fig. 7 
Low obstructive dyspnea. Child, sixteen months of age, 
with grain of corn in the lower end of the trachea. 
(a) Photograph shows inspiration with marked in- 
drawing at the tip of the sternum; no indrawing at 
the suprasternal notch. 
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the urgent dyspnea. Insertion of the bronchoscope re- 
lieved the dyspnea and tracheotomy was done with the 
bronchoscope in position, permanently relieving the 
dyspnea (Fig. 6). With the tracheotomy tube in place, 
further roentgen ray treatment for the thymic condition 
could be given. 

Case 2—(Low obstructive dyspnea.) A child 15 
months of age choked while playing with dried corn. 
He developed a wheeze, cough and dyspnea which in- 
creased progressively until it became somewhat urgent. 
He had been kept under observation for several days 
before admission, the parents feeling that the child had 
a cold, and a physician had not been consulted. The 
child was referred to the Burlington County, New Jer- 
sey, Hospital, and was referred from there to the Grad- 
uate Hospital for bronchoscopic examination. When the 
child came in, examination showed marked inspiratory 
retraction at the tip of the sternum, wheeze and in- 
spiratory dyspnea (Fig. 7). X-ray examination by Dr. G. 
E. Pfahler and Dr. J. G. Cohen showed bilateral emphy- 
sema with evidence of a tracheal foreign body. On 
bronchoscopy, a greatly swollen grain of corn was re- 
moved from the lower trachea. It was withdrawn 
from the glottis with considerable resistance because of 
the swelling during the sojourn of the foreign body 
in the trachea following its aspiration. Immediately 
after bronchoscopy, the dyspnea disappeared and re- 
traction on inspiration at the tip of the sternum was 
no longer demonstrable. The child was discharged well 
the second day after removal of the foreign body. No 
reaction followed bronchoscopy. 


Case 3—(Bronchial obstructive dyspnea.) Foreign 
body with asthma. Obstructive dyspnea due to the 
combined presence of large quantities of obstructive se- 
cretion and a small portion of a peanut. A boy, 3% 
years of age, who had a definite history of asthmatic 
attacks, but was free of asthma at the time of this ob- 
servation, choked while eating peanuts. In 24 hours 
he developed marked signs of emphysema with expira- 
tory dyspnea and wheeze. There was no inspiratory 
retraction. Physical examination showed the left side 
of the chest to be larger than the right, and both sides 
to be markedly emphysematous with suppression of 
breath sounds and prolongation of expiration on both 


Fig. 7 
(b) Expiration, contour of chest normal. 
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sides (Fig. 10). The child was referred by Dr. George L. 
Hoffman and was admitted to my bronchoscopic service 
at the Graduate Hospital. Roentgen ray examination by 
Dr. G. E. Pfahler and Dr. J. G. Cohen was reported 
as follows: ‘There is obstructive emphysema of the 
left lung, on top of a definite bilateral emphysema sug- 
gestive of the presence of a non-opaque foreign body 
in the trachea which is sometimes aspirated into the 
left main bronchus” (Fig.11). The child was most com- 
fortable in the upright position and in view of the very 
definite history of asthma, adrenalin had been adminis- 
tered without any evident relief of dyspnea. On account 
of the x-ray and physical findings it was fe't reasonably 


Fig. 8 
Swollen grain of corn removed bronchoscopically from 
the lower trachea. See Fig. 


Fig. 10 
Bronchial obstructive dyspnea. Boy, three years of age, 
with asthma and peanut in left upper lobe bronchus. 
Obstruction of the bronchi due to a small portion of 
peanut and thick obstructive secretion. 
Note.—There is no indrawing either at the suprasternal 
notch or the tip of the sternum. There is marked 


Fig. 9 bilateral emphysema with greater enlargement of the 
Same chid as Fig. 7, five minutes after removal of left side of the chest due to the valve-like action 
the grain of corn there is no inspiratory indrawing at of the small portion of peanut in the left upper lobe 

the tip of the sternum. bronchus. 


X-ray of the chest on inspiration and expiration, showing bilateral obstructive emphysema with slight shifting of the 
heart to the right on expiration due to the overdistention of the left lung by the valve-like action of the portion of 
peanut in the left upper lobe. 
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Fig. 12 
Obstructive secretion and portion of peanut aspirated bronchoscopically. 


sure that a portion of peanut of good size was lodged 
in the lower trachea, and much to our surprise on in- 
sertion of the bronchoscope we found large quantities 
of very thick, obstructive secretion such as we find 
in asthmatics, and no peanut visible in the trachea or 
either main bronchus. The obstructive secretion was 
aspirated and dyspnea seemed relieved, but we found 
that air did not yet leave the left lung properly. Care- 
ful search was made of the left upper lobe bronchus 
and a small portion of peanut was found lodged in 
the orifice of the left upper lobe bronchus which acted 
as a ball-valve, dropping down on expiration in such a 
manner as to trap the air in the left lung (Fig. 12). 
The portion of peanut was removed and further thick 
secretion aspirated. The dyspnea was at once relieved. 
There was, however, some reaccumulation of secretion 
and at the end of 48 hours there was again evidence 
of bilateral emphysema and the typical signs of asth- 
matic breathing. Obstructive secretion was again 
aspirated and the condition cleared up very quickly 
and permanently (Fig. 13). In this case, the obstruc- 
tion was in the smaller bronchi, producing marked evi- 
dence of dyspnea. The question of the asthmatic at- 
tacks having been excited by the inhalation of the pea- 
nut was considered and Dr. John A. Murphy carried 
out tests to determine the presence of allergy for peanut. 
He reports as follows: “Intracutaneous application of 
the peanut extract showed a reaction at the end of 18 
hours.” 


Case 4.—A child, 14 months of age, under observation 
at the Babies Hospital, was being fed pea soup. It 
choked, became cyanotic and exhibited signs of marked 
difficulty in breathing. He was referred by Dr. John 
A. Sinclair, of the Babies Hospital, Philadelphia. Physi- 
cal examination was reported by Dr. Sinclair as fol- 
lows: 


“Child is urgently dyspneic. Examination of 
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the chest shows limitation of motion on 
both sides with evidence of emphysema. 
Breath sounds are rather distant. There 
is no retraction at the suprasternal notch 
or the tip of the ensiform cartilage.” 
X-ray examination showed evidence of 
bilateral emphysema with peribronchial 
thickening throughout the lungs. On 
bronchoscopy, a small quantity of pea 
soup was aspirated from the smaller bron- 
chi of both lungs. The larger bronchi 
showed very little secretion. Examination 
of the secretion showed abundant food 
particles (pea soup). The dyspnea was 
relieved and at the end of 24 hours the 
child’s chest condition was normal and 
has remained so over a period of several 
months’ observation. These two cases il- 
lustrate the type of bronchial obstructive 
dyspnea produced by obstruction in the 
smaller bronchi. 


CONCLUSIONS 


(1) Obstructive dyspnea may be 
described as of three types. First, 
high obstructive dyspnea or obstruc- 
tive laryngeal dyspnea. In this 
type there is characteristic inspira- 
tory indrawing at the suprasternal 
notch, the supraclavicular fossae, 
the tip of the sternum and the _ intercostal 
spaces. Second, low obstructive dyspnea in 
which there is marked indrawing at the tip of 
the sternum only, with evidence of bilateral em- 
physema. Third, bronchial obstructive dyspnea 
in which the chest picture is that of emphysema 
without indrawing, very closely simulating asth- 
ma, and not relieved by adrenalin or morphine. 

(2) Obstructive dyspnea may be termed sur- 
gical dyspnea because it is relieved only by sur- 
gical measures. 


Fig. 13 
Same child after the bronchoscopic removal of the peanut 


and obstructive secretion; dyspnea and emphysema 
entirely relieved. See Figs. 10, 11 and 12. 
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(3) Obstructive dyspnea is relieved by bron- 
choscopy, intubation, tracheotomy, bronchos- 
copic removal of foreign body, bronchoscopic re- 
moval of obstructing secretions, tumors of the 
bronchi, and in the compression of mediastinal 
tumors by thoracotomy with bronchoscopic aid. 
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SUCCESSIVE BRONCHIAL FOREIGN 
BODIES* 


By C. N. PEELER, M.D., 
and 
V. K. Hart, M.D., 
Charlotte, N. C. 


Successive foreign bodies of the respiratory 
tract in the same patient undoubtedly present 
a rare sequence. We have been unable to find 
such a case recorded in the literature. We, 
therefore, wrote several of the most prominent 
bronchoscopists concerning their experience. Dr. 
Chevalier Jackson, Dr. Gabriel Tucker, Dr. 
Louis H. Clerf, Dr. Porter P. Vinson, all testify 
as to the rarity of the occurrence. 


The case to be reported has several points of 


clinical interest other than its rarity: (1) both 
foreign bodies were non-opaque; (2) both were 
types of beans which tend to take up moisture 
and swell with marked bronchial obstruction; 
(3) both were in the right main bronchus with 
a right-sided obstructive emphysema; (4) the 
child was quite young; and (5) the first foreign 
body was removed some time after its aspiration. 

A white child, female, age 15 months, was admitted 
to the hospital May 5, 1931, because of “bad breath- 
ing” and paroxysms of coughing. She had had no 
trouble prior to six weeks before at which time she 
choked on a coffee bean. 


*Received for publication April 7, 1932. 
*From the Charlotte Eye, Ear and Throat Hospital. 
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X-ray examination showed an obstructive emphysema 
on the right (trapped air) with displacement of the 
heart to the left (Fig. 1). Physical examination gave 
tympany on the right and wheezing rales transmitted to 
both sides. The rectal temperature on admission was 
only 99.8° F. 


Immediate bronchoscopy was done (bronchoscopist 
C. N. P.), without anesthesia. A 4 mm. scope was 
passed, and a whole coffee bean was removed from the 
right bronchus. The time of bronchoscopy was three 
minutes. 


A uneventful recovery followed, the child being dis- 
charged the following day. She remained well for 
until February 5, 1932, at which 
time she was referred from the city health clinic be- 
cause of temperature and cough with a definite history 
of foreign body aspirated twenty-four hours previously. 
She had a rectal temperature of 104.6 F. on admission. 


exactly nine months, 


X-ray and physical examination gave identically the 
same findings as on the previous admission (Fig. 2). 
Immediate bronchoscopy was therefore done (bron- 
choscopist V. K. H.) without anesthesia. A 4 mm. 
scope was passed. A half of a white bean was removed 


Fig. 1 


Taken on first admission, May 5, 1931. Obstructive em- 
physema (trapped air) on the right side. Heart is 
displaced to the opposite or left side. Right diaphragm 
is displaced downward (taken on expiration). A non- 
opaque foreign body, a whole coffee bean, was ex- 
tracted from the right main bronchus. 
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Fig. 2 
The same patient on her second admission, February 5, 


1932. Again, there is an obstructive emphysema on the 
right side with corresponding displacement of the heart 
to the left and a depressed right diaphragm. Another 
non-opaque foreign body, a half of a large white bean, 
was extracted from the right main bronchus. 


from the right main bronchus. 
choscopy was four minutes. 


The time of bron- 


The temperature came down by crisis and remained 
normal except for a slight afternoon recrudescence the 
next day. She was discharged twenty-four hours later 
after x-ray showed both lungs normal and the heart 
in normal position. 


She was again examined one month later and found 
to be in good health with a perfectly negative chest. 


COMMENT 


Though we have had 181 foreign bodies of 
the respiratory tract in the last ten years, this 
is the only case in which the condition recurred. 
Once a mother has had this experience she usu- 
ally carefully guards against a repetition. 


SUMMARY 


A case with successive bronchial foreign bodies 
has been cited which were aspirated in the same 
year. Both were non-opaque and both were in 
the right main bronchus with obstructive em- 
physema on that side. Prompt recovery followed 
the removal of each. 
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THE TREATMENT OF ESSENTIAL HY- 
PERTENSION BY X-RADIATION OF 
THE MEDULLA OBLONGATA* 


By Wattace M. YATER, 
A.B., M.D., M.S. (Med.),** 
Frep O. Coe, B.S., M.D.,7 
and 
IsaporRE Ropts, B.S., M.D.,t 
Washington, D. C. 


A satisfactory treatment of essential hyperten- 
sion has not been developed. Drug therapy has 
proved to be practically valueless except for the 
use of sedatives, the action of which merely al- 
lays reflex psychic irritability. At present most 
physicians attempt to do the best they can in 
the treatment of this important disease by 
preaching to their patients the philosophy of 
mental and physical relaxation and moderation 
in all things. 

Radiation therapy has been attempted by a 
number of physicians (Zimmern and Cottenot, 
Sergent and Cottenot, Laubry, Sergent and Mig- 
not, Armani), all of whom have directed treat- 
ment at the suprarenal glands, the main as- 
sumption being that essential hypertension is 
due to an overproduction of suprarenalin. 
Claims of beneficial results by this method of 
therapy have not been convincing. There is 
very little proof that dysfunction of the supra- 
renal glands is the cause of essential hyperten- 
sion. Months after we had become interested 
in x-radiation of the brain in connection with 
the treatment of hypertension we discovered that 
Henriques had reported the results of a some- 
what similar method in 1928. He applied ra- 
dium to the head anterior to the external audi- 
tory meatus, hoping to produce an effect upon 
the basal ganglia of the brain. He did not 
mention the hypothesis upon which he based 


*Received for publication February 12, 1932. 
_ .**Professor of Medicine, Georgetown University School of Med- 
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his treatment. He reported improvement in the 
severity of the hypertension and of the symp- 
toms. The periods of observations of the twelve 
patients treated varied from one week to thirty- 
four months, but the greatest number of blood 
pressure readings in any case was nine, with an 
average of five readings for each patient. A 
total of 209 treatments was given. The bene- 
ficial results were not striking. 


In January, 1931, we began x-ray treatment 
over the medulla oblongata in patients with es- 
sential hypertension in the hope of obtaining a 
fall in blood pressure based upon the following 
concept of the mechanism involved in hyperten- 
sion. Apparently hypertension is the result of 
excessive stimulation of the vasomotor center, 
which is thought to be located in the floor of the 
fourth ventricle. This excessive stimulation 
may be of sensory origin, of psychic origin or 
both. We may imagine the vasomotor center 
to be bombarded by stimuli more or less con- 
tinuously. Considered thus, essential hyperten- 
sion may be merely an exaggeration of a normal 
mechanism. If the vasomotor center could be 
made less irritable, it would not respond as 
A some- 


readily to this frequent stimulation. 
what analogous situation maintains in the heart 


in auricular fibrillation. In that condition the 
auriculo-ventricular node is made less suscepti- 
ble to stimulation from the auricles by means 
of digitalis. It was hoped that x-radiation over 
the site of the vasomotor center might result in 
a raising of the threshold of excitability with- 
out injury to the numerous and delicate nerve 
elements in the medulla. 


It is known that of all tissues, nervous tissue 
is the least affected by x-rays. It is quite cer- 
tain, however, that radiation of nerve ganglia 
has an analgesic effect, if the intensity of radia- 
tion is great enough. This has been demon- 
strated particularly in the treatment of angina 
pectoris by radiation of the stellate ganglion 
and the cervical ganglia (Arrillaga), in the 
treatment of Raynaud’s disease by radiation of 
the proper ganglia (Borak), and in the treat- 
ment of neuralgias (Zimmern and Cottenot) by 
radiation of the ganglia of the nerves involved. 
Although the nerve cells themselves are sensitive 
in a certain degree to x-rays, nerve fibers are 
quite insensitive unless subjected to a cauteriz- 
ing dose of the ray. There is reason to think, 
therefore, that radiation may cause a depression 
of other properties of the nerve cell than that 
of producing pain. In view of these facts we 
were not particularly apprehensive of harmful 
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effects nor were we unduly hopeful of beneficial 
results. 


It was felt that the most favorable time for 
beneficial results to be obtained by any mode 
of treatment would be during that period when 
the blood pressure fluctuates greatly and fre- 
quently drops to the normal level. In the stage 
of fixed hypertension permanent organic changes 
have probably occurred in the walls of the arte- 
rioles throughout the body, so that treatment 
would be of very little value. The type of pa- 
tient which we could obtain for this experimental 
work was, unfortunately, in this stage of the 
disease. We wish to report our observations, 
however, in order to stimulate interest in this 
form of treatment, even though our results were 
not particularly encouraging. We hope to ob- 
tain more suitable patients for carrying out fur- 
ther work in this direction. 


METHOD OF TREATMENT 


Eight patients were treated similarly and these 
form the basis of this report. Each patient re- 
ceived three deep x-ray treatments in the sub- 
occipital region at intervals of two weeks. The 
dosage used was as follows: 200 kv., 5 ma., 40 
minutes at 60 cm., using 0.5 mm. of copper and 
1 mm. of aluminum to an area approximately 
5 cm. square. Each patient received, therefore, 
a total of 1,020 roentgen units within a period 
of four weeks. 

Epilation resulted in all cases, but the hair 
later grew back in a normal manner. 

The periods of observations varied from two 
months to eight and a half months with an av- 
erage of six months. There were two male pa- 
tients and six females. Seven patients were ne- 
groes and one was white. The ages ranged from 
43 years to 63 years. Most of the patients had 
been observed for a variable length of time in 
the out-patient department and were known to 
have fairly stable blood pressures. Only one pa- 
tient had had any insufficiency. In this instance 
it was reported to have been cardiac and he had 
recovered from the condition one year previ- 
ously. Dizziness, headache and fatigue were the 
commonest complaints, but three patients did 
not have any symptoms. There were no symp- 
toms referable to the x-ray therapy except occa- 
sional dizziness on the afternoon and night of the 
treatment. Blood pressure readings were taken 
at weekly intervals throughout the studies with 
very few omissions. Medication was not allowed 
during the period of observation and the patients 
were instructed to carry on their usual activi- 
ties. The examinations were all made by the 
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same individual with the same Tycos sphyg- blood pressure reading. Three readings were 
momanometer after the patients had rested at taken with the cuff on each arm. 

least fifteen minutes in the recumbent position. 
An average of six readings at intervals of ap- 
proximately one minute was taken as the final One patient stated that the severity of his 
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Blood pressure in mm. hg. of the eight patients after the beginning of treatment. Arrows indicate time of treatment. 
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symptoms was reduced. Chart 1 gives the rec- 
ords of all of the patients from the beginning 
of treatment. Blood pressures prior to the in- 
stitution of treatment are not shown because 
they were taken at irregular intervals and by 
other individuals than the one who determined 
them after treatment had begun. The straight 
lines drawn across the graphs are an attempt to 
approximate the general trend of the heights of 
the blood pressures. The arrows near the base 
lines indicate the times when treatments were 
given. In Cases 1, 2, 5 and 6 there was an un- 
questionable downward trend in the heights of 
the blood pressures. In Cases 3, 4 and 7 there 
was for several months a downward trend in the 
heights of the blood pressures, but a later ten- 
dency to a return toward original levels. In 
Case 8 there was a tendency toward a slight in- 
crease in the height of the blood pressure. In 
other words, in seven out of the eight cases there 
was a possible effect of the radiation upon the 
height of the blood pressure, this effect being a 
tendency to lower levels. At the end of the 
periods of observation, however, all of the pa- 
tients still had hypertension. 


COMMENT 


As previously stated, these results are not 
particularly encouraging. One must not forget 
the possible psychic effect of any form of treat- 
ment of hypertension. Treatment, to be of much 
value, must show much more marked effects than 
were shown in this series. Ayman has empha- 
sized the great caution which must be used in 
the interpretation of the results of treatment in 
hypertension. In this connection we regret not 
having had a good control study preliminary to 
treatment. Many forms of drug therapy have 
been used and have had their army of adher- 
ents. The nitrites, the sulphocyanates, extract 
of watermelon seed, liver extract and bismuth 
subnitrate have been lauded in the beginning, 
but have later been shown to be of little worth. 
There is some hope, however, in radiation ther- 
apy that with the proper type of patient results 
of value may be obtained. Although the dosage 
used in these patients was greatly in excess of 
the dosage employed by others in the treatment 
of nerve ganglia for painful affections, still 
greater dosage can be used with impunity. We 
propose, therefore, to continue this form of 
therapy experimentally with larger doses and 
from several portals of entry on patients in the 
fluctuating stage of hypertension who have been 
carefully observed through a control period. 
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SPECIAL MEDICAL PROBLEMS OF THE 
COLORED WOMAN* 


By C. Jerr Mitter, M.D., 
New Orleans, La. 


I do not believe that any physician who does 
not include in his practice a large number of 
negroes, and especially a large number of South- 
ern negroes, can possibly realize the peculiar 
medical problems which the colored race pre- 
sents. I likewise do not believe that any city 
which has not a large colored population can 
possibly realize what an inescapable problem 
that type of population presents. I am not so 
much concerned with the humanitarian aspects 
of the question, though they are pressing enough. 
I am not so much concerned with the social 
aspects of the question, though they also demand 
attention. Rather I am concerned with the 
problem from a purely selfish angle, though that 
angle, it is only fair to say, includes both the 
humanitarian and the social aspects which I have 
apparently so lightly dismissed. 

We in the far South cannot afford to ignore 
the problem of the health of the negro, for in 
addition to the important part he plays in our 
economic system and our supply of labor, rep- 
resentatives of the race play an integral part 
in our home life. Negroes cook our meals, 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 
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serve us at table, clean our houses, make our 
beds, launder our clothes, care for our chil- 
dren, in short, live in intimate daily contact 
with us and our families, and handle the ma- 
terial things which are necessary for our very 
existence. For our own protection, therefore, 
if for no other motive, we must necessarily be 
our brother’s keeper. 

The safeguarding of the health of the negro, 
however, is, as every physician who deals with 
them knows, anything but an easy task, for the 
fight is not only against disease, but against 
physical, mental and moral inferiority, against 
ignorance and superstition, against poverty and 
filth. Three hundred years of life in an en- 
vironment for which he was flot primarily bred 
have destroyed in him the strength of the 
primitive race, have implanted in him all the 
weaknesses of a civilization that is far from 
effete, but that certainly has its enervating 
moods. The pure strain of the native negro 
has been largely lost, partly through direct 
miscegenation, partly through the repeated in- 
termarriage of the offspring of these _ illicit 
unions. If reliable studies on the subject exist, 
I am not aware of them, for my interests do 
not lie in the field of ethnology, but it does 
not take much perspicacity to comprehend that, 
at least from the white side, the individuals 
who submit themselves originally to such deg- 
radation do not represent the highest strain of 
Aryan blood. As a practising clinician who has 
had something like thirty-five years of experi- 
ence among colored people, I know, Mendel to 
the contrary, that the mixed strain has not 
the stamina of either of the pure races, and 
that, far from inheriting the properly classified 
admixture of virtues and vices from each par- 
ent, it tends to inherit 100 per cent of the weak- 
nesses of each, and a very small percentage of 
the strength. 

In addition, the negro does not adapt him- 
self well to the strain of city life. He does 
best in the open spaces. Under an urban envi- 
ronment, and it is usually the worst type of 
urban environment, the natural fecundity of 
the race is slowly disappearing. The birth rate 
is decreasing, the fetal and neonatal death rate 
is increasing, as is the general death rate, and 
more than one writer has questioned whether 
the latter will not shortly exceed the annual 
birth rate. Under this new mode of life the 
negro has largely lost his susceptibility to such 
typical native diseases as yaws, elephantiasis 
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and sleeping sickness, but he has acquired a 
susceptibility for practically all of the diseases 
of civilization, especially tuberculosis and the 
social diseases. 


Physical weaknesses, whether inherent or ac- 
quired, are accentuated by mental inferiority. 
Even in its own habitat the species is men- 
tally sluggish, and the environment of civiliza- 
tion and an admixture of white blood have not 
markedly improved the average representative 
of the race. Slavery has ceased, but the Amer- 
ican negro, except in his rarer manifestations, 
which are frequently particularly undesirable 
manifestations, is traditionally the servant of 
the white man. By nature his intellectual, 
moral and social qualifications are such as to 
give him an attitude of inferiority—I would 
not go so far as to call it a complex—and he 
is in all respects submissive to the stronger 
race. It is not surprising, therefore, that at 
least in Southern cities negroes furnish far and 
away the highest proportion of indigent, de- 
fective and dependent individuals who are the 
charge of the community. 

Finally, the negro has a different conception 
of morals from that of the white man. It is 
perhaps wrong to call him immoral, but it is 
certainly fair to call him unmoral. Anybody 
who has had any dealings with negroes, men 
and women alike, realizes that fact. There is 
nothing subtle, nothing restrained, in their sex- 
ual relations. They live promiscuously as well 
as unhygienically, which inevitably means that 
they exhibit infectious diseases, and infectious 
social diseases, in appalling numbers. And so 
I return to my original thesis, that people who 
are so closely associated with us in our homes 
and who possess such undesirable propensities 
must, for the sake of the community health, be 
protected against themselves. 


It might be well to speak briefly of the gen- 
eral medical characteristics of the race before 
proceeding to the special problems which the 
colored woman presents. I think it is widely 
admitted that the pure black type of negro is 
the safest surgical risk in our hospitals, but 
that the mixed type, as would be expected, is 
the poorest. I have a real feeling of security 
when I perform a serious operation on a coal 
black negro woman, but it is frequently lacking 
when I perform even a less serious one on a 
pale mulatto, and the end-results too often bear 
me out, for the pure black type bears pain and 
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shock very well, the mulatto bears them very 
badly indeed. 

The average negro, because of his duller per- 
ceptions, is an excellent subject for any sort 
of anesthesia, and perhaps his traditional con- 
fidence in the white man gives him a feeling 
of security which the more highly organized 


white patient sometimes lacks. I am _repeat- 
edly struck with the attitude of the negro prior 
to operation, an attitude which may perhaps be 
stoicism, but which more strongly impresses one 
as a total lack of interest in what is going to 
happen. On the other hand, if the negro pa- 
tient is not neurotic, he is often emotional, and 
so the excitement stage of anesthesia may be 
extreme. 

I recall one story, still told at Charity Hospital, of 
a six-foot negro who manifested this excitement stage 
to such a degree that he leapt from the table, escaped 
the restraining knee strap and the restraining hands 
of a couple of orderlies, and who remained in undis- 
puted possession of the operating room, with a heavy 
metal chair in each hand, until his fit was passed. 
After which, I need scarcely remark, operation’ was 
postponed for that day. ’ 

The negro patient, in spite of the natural re- 
sistance of the pure type, and in spite of his 
lowered pain sense, often gets off to a bad sur- 
gical start for very obvious reasons. He lives 
amid unhygienic surroundings. He is badly 
nourished. He is frequently the victim of 
syphilis or of gonorrhea in addition to the 
special ailment for which he has presented him- 
self. And, worst of all, his tendency to disre- 
gard slight symptoms, his willingness to endure 
discomfort and inconvenience until pain forces 
him to seek relief, frequently mean that his pa- 
thology is of a very advanced degree. 


This is particularly true of the pelvic disease 
which is perhaps the most frequent condition 
for which the colored woman seeks hospitaliza- 
tion. The statistics of Charity Hospital show 
that it is roughly twice as frequent in the col- 
ored race as in the white, and its manifesta- 
tions, interpreted in the light of the histories 
of the male hospital patients, make it quite 
clear that in probably nine-tenths of all cases 
it is of specific origin. One wonders, some- 
times, glancing casually over the records, 
whether any colored male exists who has not 
at sometime in his life been infected and passed 
on his infection to the woman, or, more cor- 
rectly, to the women, with whom he was mat- 
ing, for the habit of promiscuous sexual rela- 
tions is outstanding. 
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Colored women as a rule ignore the early 
symptoms which would bring the intelligent 
white woman promptly to her physician. The 
hygiene of the home is poor, and she probably 
infects other members of the family while her 
own disease is continuing its upward course. 
We practically never see these patients during 
their initial attacks; we see them weeks, 
months, sometimes years later, when the lower 
tract infection is quiescent, but the upper geni- 
tal tract is the site sometimes of incredible 
pathological conditions. Surgical treatment, as 
I shall explain shortly, must be the usual treat- 
ment, and it is not rare to open an abdomen 
and to find multiple pus pockets, sometimes 
containing a quart or more of pus, scattered 
through the pelvis; to find the pelvic viscera 
so glued together that their identification, let 
alone their separation, seems almost hopeless; 
to find intestinal adhesions so dense that even 
the most careful release may cause injuries 
which result in later fistulae, or perhaps which 
cause an immediate tear so extensive as to ne- 
cessitate radical resection. One marvels how 
these women have lived, let alone how they 
have remained, as very many of them do re- 
main, in comparatively good condition. 

They enter the hospital in many cases 
acutely ill, in the midst of an attack of pelvic 
disease which is unquestionably of specific ori- 
gin, though our laboratory studies, like most 
laboratory studies in this disease, are uniformly 
unsatisfactory from the point of corroboration. 
We follow the principle of the delayed opera- 
tion, not resorting to surgery until the criteria 
of Simpson have been met, unless prolonged 
temperature elevations, plus the general condi- 
tion of the patient, convince us that we are 
dealing with ovarian complications, which, at 
least in my experience, do not improve until 
surgery is done, unlike tubal disease alone, in 
which spontaneous remission is the rule. De- 
sertions during the cooling process are rather 
frequent, for the colored woman, even though 
she is dilatory in applying for relief, wants it 
promptly when once she has submitted to hos- 
pitalization. 

The treatment, as I have said, must be al- 
most routinely surgical. Much as we should 
like to, much as we admire their results, we 
cannot permit ourselves the conservatism ad- 
vocated by Curtis, Norris and others, for the 
cardinal principle of that is separation of the 
woman from her infected consort, which is ex- 
actly what we cannot achieve with the average 
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colored woman. We have repeatedly tried dis- 
charging women with relatively mild infections 
when the acuteness of the attack had passed— 
we cannot, because of our limited bed space, 
keep them in hospital indefinitely after they 
are cured symptomatically. So we discharge 
them with specific instructions as to what they 
should and should not do. And in the majority 
of cases they return to us, and to the charge 
of the state, frequently in rather worse condi- 
tion than they were in when we first saw them, 
having calmly and completely disregarded 
every instruction that was given them. This 
sort of thing cannot be permitted, for economic 
and social reasons, and so we rarely try it ex- 
cept in the mildest cases and with exceptionally 
intelligent women. In all other cases we op- 
erate as soon as the criteria of the delayed op- 
eration are met, we clear out the pelvis thor- 
oughly, and we consider ourselves conserva- 
tive, radical though we may seem. It is dis- 
tressing, of course, to perform such operations 
in young women, and these women are fre- 
quently very young indeed, but their future 
comfort and their economic security warrant it, 
ard we know that they suffer no more from the 
premature menopause into which they are pre- 
cipitated than do white women, if indeed they 
suffer as much. 

The fact that the colored mortality for tubal 
disease in the New Orleans Charity Hospital 
is only 3.1 per cent, which is less than 1 per 
cent higher than on the white service, is to me 
rather astonishing. These women have very 
extensive disease, they require correspondingly 
radical operations, and the surgery is done by 
many surgeons, which, being interpreted, means 
by men of all grades of ability and experience. 
One can only believe either that the colored 
woman has a higher degree of resistance to 
trauma and infection than has her white sister, 
or perhaps that she has established her own 
immunity to this special type of infection. I 
should not wish to put myself on record in this 
regard, since I have not looked up the figures 
to prove it, but it is my impression that these 
facts hold true only in pelvic disease of spe- 
cific origin, and that in the non-specific variety 
the results are less gratifying. 

The second great problem which colored 
women present to us is the problem of uterine 
fibroids. Just why this type of tumor should 
be more frequent in colored women than in 
white is not clear, but the higher incidence is 
beyond question, and any writer who takes the 
opposite view has certainly not analyzed his 


facts correctly. At Charity Hospital over a 
ten-year period the proportion of colored to 
white admissions was roughly 4.5 to 5.5 per 
cent; the proportion of colored gynecologic to 
white gynecologic admissions was roughly 5.5 
to 4.5. But the incidence of fibroids was in 
the proportion of 6.7 to 0.8 if figured on gen- 
eral admissions, and in the proportion of 23.5 
to 3.4 per cent if figured on gynecologic admis- 
sions. That is, colored women have fibroids 
eight or nine times as frequently as white 
women, 

Why this should be, as I say, wo do not 
know. The various theories of etiology would 
seem to apply equally to both races, and the 
apparent fact that such tumors are completely 
unknown among primitive African races seems, 
if anything, to cloud the picture, for it is hard 
to see any relation between their development 
and the increasing civilization of the negro. 
Perhaps an excessive exercise of the sexual 
function may, as has been suggested, explain 
the preponderance, though I find the argument 
unconvincing. 

Fibroids originate considerably earlier in 
colored women than in white, which is not sur- 
prising, since function develcps earlier in them, 
and fibroids originate only during the func- 
tional years. The associated sterility, absolute 
or relative, is particularly striking in a race 
that is ordinarily fecund. 

Fibroids in colored women, like tubal disease, 
frequently exhibit a degree of pathology that 
is truly astounding. I hesitate to give actual 
figures, but I feel fairly safe in saying that in 
well over half of all cases the growths can be 
palpated abdominally, and in perhaps 30 per 
cent they are visible to the casual gaze, the 
trained eye and hand of the physician not be- 
ing necessary to detect them. Of course such 
enormous growths as were common in the days 
when I began to practise are seldom seen now, 
but at that, tumors of 8 or 10 pounds are not 
rare, and occasionally women still present them- 
selves with fibroids weighing 25 or 30 pounds. 
Multiple growths are the rule, and the tumor 
mass reaches the umbilicus, the costal margin, 
or even higher. 

In these enormous growths veins as large as 
snakes course over the top and often can be 
palpated through the peritoneum before the ac- 
tual cavity is opened. Rupture of the veins is 
a rare complication, which I have personally 
seen only twice. The blood supply of fibroids 
is notoriously poor, but frequently, in the 
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course of an operation, one has reason to wish 
that it were considerably poorer, for it seems 
tremendous. Submucous fibroids, I would say, 
are rather less usual in colored women than 
other varieties, though I hasten to add that 
this is merely an impression. Also adenomyo- 
mata, as well as other varieties of endometrial 
tumors, are decidedly unusual. Degeneration 
of all types is common. Calcareous degenera- 
tion, in particular, may be so extreme that the 
growth seems wholly mineral, and I recollect 
one case, with probably fifty tumors in all, a 
dozen of which, varying in size from a nut to 
an apple, were so thoroughly calcified that they 
were simply rolled out of their cavities, and 
they sounded like cannon as they were dropped 
into the specimen basin. Cystic degeneration 
may be very extensive also, and in one such 
case more than a gallon of fluid had to be 
withdrawn by trocar before the tumor could be 
mobilized for delivery. 

Tubal disease is a complication in an over- 
whelming majority of these cases, often such 
a marked complication that one wonders which 
is the primary pathological condition. Gonor- 
rhea explains a very large part of it, but the 
pressure effects of the tumor mass cannot be 
ignored as a causative factor, especially in 
those cases in which there is no gross evidence 
of specific infection in the lower tract. The 
frequent association of ovarian cysts with 
fibroids is striking, and makes one wonder 
whether the theory of the ovarian origin of my- 
omata is perhaps not the correct one. 

Almost more striking than the size and mul- 
tiplicity of the growths, and the accompanying 
disease of the adnexa, is the uniformity with 
which colored women seem to ignore their ex- 
istence. I have ceased to be astonished at be- 
ing told by colored women with tumors so large 
that their breathing is affected and locomotion 
is difficult that they have been aware of the 
growths for as long as ten or fifteen years. It 
is pain, in my experience, which brings them 
to the hospital, sometimes caused by degen- 
erative processes within the tumor, sometimes 
by its pressure on important organs, and some- 
times by an exacerbation of tubal disease. 


One has little choice in the matter of treat- , 


ment. The small group of tumors which are 
symptomless and do not demand treatment is 
practically never seen in colored women; I do 
not think I can recall a single such case in all 
my years of practice. Irradiation and myo- 
mectomy are practical in only the very occa- 
sional case, partly because of the size and mul- 
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tiplicity of the tumors, partly because of the 
frequently coexistent tubal disease, partly be- 
cause economic and social considerations de- 
mand the institution of the type of treatment 
which will give the promptest and surest relief. 
Hysterectomy is necessary in almost 100 per 
cent of the cases, and the problems of technic, 
as can be imagined, are frequently very con- 
siderable. A tumor of even moderate size, im- 
pacted in a deep pelvis and complicated by 
adnexal disease, can offer difficulties almost 
beyond conception, and all of the skill and 
judgment that one possesses must be brought 
into play. The complete operation is _fre- 
quently necessary, because, even though cervi- 
cal lacerations are relatively infrequent, cervi- 
cal infections are very frequent indeed. It is 
remarkable, in view of the extensive pathologi- 
cal conditions found and the surgical difficul- 
ties often encountered in the colored woman, 
that the operative mortality for this race is only 
0.3 per cent higher than the mortality among 
white women. 

One most unusual and most dreadful case of uterine 
fibroids is worthy of brief mention. The patient, a 
colored woman in her middle thirties, was brought in, 
almost in a coma from sepsis, with a story of having 
had a mass protruding from her vagina for nearly a 
week. Examination disclosed the mass described, 
larger than an adult head, and loathsome beyond words 
because it was infected and sloughing. It was made 
up of a submucous fibroid, the inverted uterus, in- 
verted adnexa and inverted bladder. An attempt to 
remove at least superficial portions of the tumor met 
with very slight success, and death occurred a few 
hours afterwards. 

I mention this case not only because of the 
unusual condition, but as an example of the 
state into which these women permit them- 
selves to fall before they seek medical aid. 

Carcinoma of the uterus is in our experience 
slightly more frequent in the colored woman 
than in the white. Predisposing obstetric le- 
sions are certainly fewer among them, but the 
incidence of predisposing cervical infection, 
especially of untreated cervical infection, is de- 
cidedly higher. Fundal carcinoma one would 
expect to show a very high incidence, because 
of the higher incidence of uterine fibroids 
among them, but as a matter of fact, the re- 
verse is true and the incidence is unusually 
low. Part of the explanation may lie in inade- 
quate laboratory examinations, but other gyne- 
cologists seem to have had a somewhat similar 
experience, and perhaps this disease is actually 
rarer in the colored woman than in the white, 
in spite of her predisposition to benign tumors. 
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A large percentage of the patients are ad- 
mitted with the disease so far advanced that 
nothing at all can be done for them, probably 
because pain is a very late symptom in cancer, 
and pain is always the colored woman’s chief 
reason for seeking medical aid. Not more than 
1 per cent are operable, even if one is inclined 
to favor surgery, and irradiation is many times 
impossible because, of associated tubal disease. 
In very many cases only palliative measures 
are possible, and a surprising number of pa- 
tients are admitted actually moribund. Infec 
tion and cachexia are marked, as would be ex 
pected in neglected cases, and the percentage 
of rectal fistulae is unusually high. This is 
partly because of their general disregard of hy- 
giene and cleanliness, partly because of a 
rather high incidence of rectal syphilis. The 
colored death rate for cancer shows the same 
increase noted in late years throughout the 
world, and it is evident that in spite of a rather 
widely held opinion to the contrary, the negro 
race is quite as susceptible to this terrible dis- 
ease as is any other race and people. 

Obstetric injuries, with the single exception 
of fistulae, are rather rare. It is seldom on 
my colored service, which has a high yearly 
turn over, that I see extensive perineal or cervi- 
cal lacerations, or postpartum displacements of 
any consequence. The coloregl woman, at least 
in the far South, bears her children easily, be- 
cause the fetal weight is generally less and the 
fetal head circumference generally smaller than 
the similar measurements of the white child. 
Also the colored woman bears her children 
largely by her own efforts, and while there is 
much to be said for the use of forceps, whether 
as a prophylactic measure or on actual indica- 
tions, it cannot be denied that at least in un- 
skillful hands they are responsible for many 
birth injuries. 

Fistulae are considerably more frequent in 
these days in colored women than in white. 
The general improvement in obstetric practice 
has unfortunately not extended either to rural 
districts or to colored women, and when one 
combines the two factors, the results are often 
disheartening. The majority of deliveries in 


the colored race are handled either by mid-, 


wives or by inexperienced practitioners, and 
although lack of meddlesome interference is 
something for which to give thanks, on the 
other hand, when labor is neglected and com- 
plications do arise, fistulae of the ugliest sort 
develop, enhanced, naturally, by neglect and 
lack of cleanliness. 
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I recall one particularly bad fistula which I and my 
staff attempted to close, without marked success, at 
intervals for seven years. Then the Coffey operation 
was proposed to the unfortunate woman, with a full 
explanation of its dangers, and the risk was accepted. 
That operation, as you know, is difficult enough in 
itself, but in this case it was necessary first to do a 
hysterectomy for multiple uterine fibroids, a right 
oophorectomy for a cyst the size of an orange, and 
bilateral salpingectomy for tubal disease before it could 
be done. The way having been cleared by what can 
only be described as a major surgical procedure, the 
ureteral transplantation was proceeded with, the hyper- 
trophied ureters furnishing further technical difficul- 
ties. The patient died suddenly on the ninth day of 
uremic convulsions, but the extraordinary part is that 
her convalescence prior to the development of this 
complication had been entirely uneventful; she had 
shown not a trace of shock, and within the first 
twenty-four hours postoperative she had passed 500 
c. c. of urine. 


The practice of obstetrics among colored 
women I can mention only briefly. It is both 
easier and harder than in the white. It is 
easier because in our part of the country con- 
tracted pelves are comparatively rare, and this 
fact, taken in conjunction with the generally 
small size of the babies, makes normal delivery 
the rar. Also the colored woman, because of 
her lessened sensibility to pain, is willing to en- 
dure a prolonged natural labor when a white 
woman would hours before be demanding re- 
lief. On the other hand, it is difficult to make 
the colored woman see the importance of visit- 
ing a clinic early and visiting it regularly. 
Syphilis occurs in perhaps 10 or 12 per cent 
of all cases, and while antisyphilitic treatment 
gives as brilliant results as it does in the white 
woman, the colored woman is seldom seen early 
enough to make it effective. The incidence of 
abortions and premature labors, for this reason 
among others, is decidedly high, much higher, 
of course, than the hospital figures show. 

Eclampsia has practically the same incidence 
in both races, but the mortality among the col- 
ored is some 10 per cent higher. Placenta pre- 
via for some reason is less frequent, but the 
mortality is 22 per cent higher. The explana- 
tion of the high death rate in both diseases is 
not far to seek, a disregard of the prodromal 
symptoms, and, in placenta previa, the fact 
that because the initial hemorrhage is so fre- 
quently ignored, the colored woman is some- 
times exsanguinated and is practically always 
infected when she comes into our charge. The 
hospital incidence of septicemia is rather less 
in the colored woman than in the white, un- 
doubtedly because abnormal deliveries are less 
frequent, but the mortality is several points 
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higher, again, I believe, because of early neg- 
lect and unwise management when the compli- 
cation does occur. The municipal figures for 
the last four years show that the colored mater- 
nal death rate per 1,000 is 13.5 as compared 
with the white rate of 9, but in spite of that 
fact, which suggests that many women die neg- 
lected at home, I believe, given the same type 
of care, that the colored woman is on the whole 
better fitted to endure the ordeal of pregnancy 
and parturition than is her white sister. 

At least one surgical condition, appendicitis, 
I should like to mention before I close, because 
the gynecologist meets it almost as frequently 
as does the general surgeon. Once the negro 
was immune to it, now its incidence is increas- 
ing yearly, which is in line with the general 
statement I made at the beginning of this pa- 
per, that the race is losing its immunity to the 
diseases of civilization. Appendicitis is still 
very much less frequent in the colored than in 
the white patient, the proportion being about 
one to four, but for some reason the death rate 
is considerably higher. Part of the explanation 
may be the ignorance that defers treatment, 
though the same situation prevails only too of- 
ten among white patients of the supposedly in- 
telligent classes, but I am inclined to believe 
that when appendicitis does occur in colored 
patients, it is generally more extensive and 
more serious than it is in the white. The Char- 
ity Hospital figures certainly bear this out, for 
they show in the acute group that two-thirds 
of the colored patients entered with advanced 
pathology as compared to a 50 per cent inci- 
dence of simliar pathology on the white serv- 
ices. 


In this rambling paper I have done little 
more than touch on certain pathologic condi- 
tions which are met with in the colored patient, 
especially the colored woman, in a more fre- 
quent incidence or in a more advanced state 
than they are met in the white race. There is 
no question that the health of the colored race 
is a serious problem in many Southern cities, 
and for my own part, I believe the solution is 
still far off. In New Orleans, Charity Hospi- 
tal is hopelessly over-crowded, and the single 
negro hospital is inadequate in every way, aside 
from the fact that the great proportion of col- 
ored patients cannot afford to pay more than 
a nominal amount, if anything, for medical 
treatment. Within the next few months we 
shall have in New Orleans a modern hospital, 
entirely for colored patients, to be run in con- 
junction with the new Dillard University, funds 
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for both having been partly raised by the peo- 
ple of New Orleans and partly contributed by 
several national religious and _ philanthropic 
foundations. In the building of such institu- 
tions lies our chief hope, I think, for in them 
we shall educate colored physicians and colored 
nurses to care for their own people, and 
through them to educate the race to higher 
standards of living. For I believe the solution 
of the colored problem will eventually lie, 
though probably not in your generation or in 
mine, in the gradual acceptance by the negro 
race of its own share of its burden. 


512 Hibernia Building 


FRACTURES OF THE SHAFT OF THE 
FEMUR* 


By S. O. Brack, M.D., 
Spartanburg, S. C. 


The effects of a fractured femur are both im- 
mediate and remote. The immediate ones have 
to do with shock, which may be mild, moderate 
or even severe, sufficient to induce loss of life. 
In addition, they embrace hemorrhage and the 
possibility of gangrene as well as of infection. 


The remote effects have to do with bone re- 
pair, deformity, shortening angulation, nerve 
injury with a varying paralysis, stiffened joints 
with concomitant loss of function, particularly 
the knee and the ankle, from prolonged plaster 
cast or joint immobilization, and last, but by 
no means least, non-union. 

The prime requisite, therefore, in caring for 
these injuries lies in combating the immediate 
effects and preventing the occurrence of the 
remote undesirable complications or sequellae. 

Displacement of the fragments of a fractured 
femoral shaft varies with the direction of the 
offending force, the site of the fracture, the 
weight of the limb and muscular contraction. 


The most frequent position taken by the frag- 
ments in a fracture occurring in the upper, mid- 
dle or lower third of the shaft is largely de- 
termined by the contracture of the various mus- 
cles which arise or insert here and there along 
the course of the bone. 

It is, therefore, obvious that any procedure 
devised to correct the existing deformity must 


*Read in Section on Railway Surgery, Southern Medical Asso- 
ciation, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 
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be an analytical one, based on the anatomy of 
the part. When it is impossible to move the 
short fragment, the long one must be carried 
to a position to realign the member, shortening 
must be overcome by longitudinal traction and 
displacement by lateral traction or counter pres- 
sure as the position necessitates. 


The prime object in treating fractures after 
combating the immediate effects is, of course, 
to obtain end-to-end bone approximation with 
fixation. In order to do this, one has to resort 
to traction, be it of “short” or “long” duration, 
and then to secure fixation, preferably by exter- 
nal appliances. 


There are cases in which, after giving an an- 
esthetic, it is easy to pull the fragments into 
good alignment. There are other cases, and in 
our experience these are far more frequent, 
which it is extremely difficult to bring into 
proper position by short traction and manipu- 
lation, and then it is that we are compelled to 
resort to prolonged traction, either skin or skel- 
etal. 


I am aware of the two schools of enthusiasm. 
In one, mole skin adhesive is the agent of 
choice; in the other, some metal substance fas- 
tened to or through the bone is preferred. 


When using skin traction, a long strip of 
mole skin adhesive is applied to the inner and 
outer side of the leg, and these are reinforced 
by a circular gauze bandage. The affected leg 
is then put into proper position to realign the 
parts in a Thomas splint. This procedure is 
of course inadequate for fracture of the lower 
fourth of the shaft. Where it is necessary to 
use twenty or more pounds of weight as trac- 
tion, these plasters tend to slip. They either 
have to be replaced or reinforced from time to 
time. In addition, there is always the danger 
of skin excoriation or even frank skin infec- 
tion. 

There is another rather important objection 
to skin traction. It is the same one we have 
to the prolonged use of a plaster cast, for ex- 
ample, stiffening of the knee and ankle joints 
on the affected limb. Anyone who has put in 
any considerable time in trying to rub one of 
these plaster joints back into the realms of 
physiology, recognizes at once that of which I 
am speaking. 

The so-called Russell or Australian technic 
utilizes skin traction, but is based on a multiple 
system of pulleys with a far lighter weight than 
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could possibly be used with the “single” pulley 
technic. Russell uses the eight-pound weight. 


We believe that in children under sixteen the 
fragment can usually be reduced by skin trac- 
tion. We also believe that in children under 
sixteen, it makes little difference just what pro- 
cedure is followed, as they all, almost without 
exception, have a good leg long before they 
reach full maturity. 

In adults whose frames are large, and whose 
bones are covered with big powerful muscles, 
many cases are reduced with the greatest of 
difficulties, and then only by resorting to skele- 
tal traction with a weight varying from 25 to 
40 pounds. 


Regardless of the type of traction, the best 
all around appliance that we have found to 
obtain external fixation, and to permit the pa- 
tient to move him or herself in bed without 
damage to the affected site, is the Thomas 
splint with the overhead suspension apparatus. 
It is light, readily applied, is rigid, is simple, 
permits cleansing and massage of the leg, as 
well as flexion and extension of the knee and 
ankle joints. In addition, counter or lateral 
traction can readily be resorted to, if circum- 
stances necessitate, and when properly applied 
it tends to keep the bone ends in position. 

In using either skin or skeletal traction with 
the Thomas splint, it is always necessary to 
keep the foot proper at right angles with the 
leg, to prevent foot drop, or equinus, which 
quickly becomes permanent due to shortening 
of the tendo Achilles. 

Lateral traction for correction of displace- 
ment or bowing is not to be resorted to till all 
shortening has been overcome and the bone ends 
are in good position. 

The best skeletal traction agents are the ice 
tongs, the Steineman pin and the Kerschner 
wire. The latter two are practically never used 
in treating a fractured femur except when there 
is a supra-condylar fracture so close to the 
joint as to make the use of the tongs dangerous, 
or in fractures of the lower third, with such 
extensive comminution as to prohibit the tongs. 
Then the pin or wire can be run through the 
crest of the tibia just below the tibial tubercle, 
and the necessary traction might be attached 
thereto. 


It is now our custom to do our best to keep 
the knee and the ankle thoroughly mobilized 
throughout the entire time of treatment. In the 
case of the knee this is best done by the use 
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of the hinged leg attachment of Pearson and 
in the case of the ankle it is best done by keep- 
ing the foot at right angle. 

The extension we usually remove at the end 
of six to eight weeks, depending upon the indi- 
vidual case at hand. 


If long adhesive straps have been used, we 
replace them with short ones to below the 
knees and start knee motion. If skeletal trac- 
tion has been used we remove it, and if the 
patient be very large and muscular we apply 
stout leg adhesive traction below the knee for 
an additional two or .three weeks, using the 
same splint, and in either instance we measure 
the affected limb for a caliber splint. At the 
end of eight to twelve weeks, with the caliber 
splint in place, we start weight bearing and get 
the patient up and around on crutches. From 
this time on, the treatment is purely symptom- 
atic and in the main consists of ordinary com- 
mon sense care. 


In applying the ice tongs, the affected region 
should be prepared as for any ordinary opera- 
tive procedure. Either local or general anesthe- 
sia may be used. The skin is pulled upwards 
with the left hand of the operator and the fin- 
gers of the right hand are used to locate the 
adductor tubercle on the inner side of the thigh 
slightly above the knee. A longitudinal incision 
down to the bone is then made over this point, 
as well as over the corresponding area on the 
outer side of the leg. The caliper points are 
then inserted through these incisions to the 
bone and are gently tapped or driven into the 
bone itself. The traction cord with weight at- 
tached is immediately fastened to the handle 
of the caliper. The skin is released to fall back 
to its natural position and sterile gauze is care- 
fully placed around the tongs at their entrance 
into the leg. 

Infection at the site of the tong is exceedingly 
rare and the dressings are best left alone for days 
at a time unless some definite reason for chang- 
ing them occurs. If the prongs of the calipers 
are not driven into the bone they might slip and 
tear the soft parts. The operator should be 
especially careful not to fasten the tongs into 
the joint itself. 

Regardless of the type of traction used, it ne- 
Ccessitates almost daily care and observation. 
The splint and all its attachments must be kept 
taut, in line, and the leather covering the ring 
should be kept clean and dry. Its softness may 
be maintained by padding or by rubbing with 
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saddle soap or powdered shaving soap. The 
patient’s back and buttocks must be kept clean 
and massaged, and this is best done by fixing 
an overhead swing or bar by which he may 
raise himself from the bed. 


At the present time we have practically dis- 
continued the use of plaster of Paris for femur 
cases. 


The only fresh cases we operate upon are 
those in which we fail to obtain reduction by 
skeletal traction. Late cases we operate upon 
because of deformity or non-union. We _ use, 
and prefer almost to the exclusion of all others, 
the Sherman technic. Where internal fixation 
is resorted to, one will occasionally find a case 
in which the ends of the bones are so ragged 
that they will readily lock when approximated. 
In such an instance we simply close the wound 
and place the leg in a Thomas splint with a 
light traction. 

Compound fractures we treat according to 
the severity of damage to the soft parts. Where 
this is slight we cleanse, debride, close, apply 
skin or skeletal traction and put in Thomas 
splint. 

It is just here that Sherman himself stands 
almost alone in his procedure. After cleansing 
and debriding, he applies his plate and then 
inserts the tubes for Dakinization. The plate 
holds the bone ends in alignment until the in- 
fection of the soft parts has subsided and after 
some two to three weeks he removes the plate, 
but continues the traction and Dakinization if 
cultures are not completely sterile. He feels 
that this shortens the convalescence and main- 
tains better end-to-end alignment than he can 
get in any other way. 

This is a very commendable procedure. 


In addition to the above, all compound frac- 
tures should be given prophylactic doses of anti- 
tetanic serum and some men insist on giving an 
injection of antigas bacillus serum. 

Non-unions and mal-unions are cared for by 
us according to the time elapsing since the acci- 
dent and the degree of fixation between the 
bones as well as the amount of overlapping or 
shortening. 

In recent cases we first try traction, hoping 
to pull the ends in alignment. If the traction 
fails to align the bones, we do an open opera- 
tion, freshen the bone ends, expose the medulla 
and use the Sherman plate for internal fixa- 
tion. Our experience with the metal plate has 
been entirely satisfactory. We do not believe 
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that mal-unions of the femur should be broken 
by the closed method. 


Should non-union follow, after the applica- 
tion of a metallic internal fixation splint, we 
would do a massive autogenous bone graft, fas- 
tening the graft to the femur with bone pegs, 
and reinforcing with circular kangaroo tendon 
to each of the femur ends. 


DISCUSSION (Abstract) 

Dr. H. M. Michel, Augusta, Ga—The Thomas splint 
today is one of the best methods of treatment. The 
Sherman plate is excellent when we have to do an 
open operation. I have seen many persons who have 
carried it for twenty years without the slightest trouble. 
Many surgeons are rather indisposed to put hardware 
in a patient. It seems to carry a stigma with it. In 
carefully done operations, there is no reason why you 
should have any trouble with Sherman plates, and 
there is no reason why we should not keep them 
forever. 

Very few patients have non-union of bone. The 
average bone is healthy and when its parts are brought 
together they will unite sooner or later. We have de- 
layed union, but non-union is almost non-existent. 


Dr. Black (closing) —Dr. Michel has referred to 
the reduction of certain femoral fractures by manipula- 
tion. We like to refer to that as reduction by angula- 
tion. It is done by anesthetizing the patient and bend- 
ing or angling the bones, until the edges of the frag- 
ments are about on the same level and then the ex- 
tremity is extended, the ends of the bones becoming 
more or less locked. This at times necessitates con- 
siderable trauma to the soft parts. 


Bowing of the leg is overcome by counter traction, 
but this is never resorted to until the ends of the bones 
themselves are in apposition. 

It has not been our experience that the tongs or the 
Steinman pin have caused much pain, if the tongs have 
been driven into the bone, or if the pin has been in- 
serted at a right angle. The pull must be equalized 
and this can only be done provided the anchorage is at 
right angle. 

Dr. Newell uses the scales to determine the amount 
of traction in pounds. Instead of using scales, we have 
had concrete blocks made, each one with a metal ring 
in its top. These blocks weigh, 5, 10 and 20 pounds, 
respectively, and we use enough of them in each indi- 
vidual case to pull the fragments into alignment. When 
using weights to approximate bone ends, it is very 
essential that repeated x-ray study be made in order 
to prevent separation of the bone ends. As soon as 
the overlapping is overcome, reduce the amount of 
traction, thereby prohibiting separation. 

Our experience with the bone peg has not been so 
satisfactory as with the metal plate. In several cases 
the peg itself has broken and curvature has ensued. 

Many cases of comminuted or compound fractures 
of the femur can be satisfactorily handled, by either 
the Steinman pin or the Kerschoner wire. In like 
manner comminuted or even compound fractures of the 
tibia or fibula or both, can be better handled by trac- 
tion attached to a pin or by passing the wire through 
the corresponding os calcis, than by any other way 
that I know. 
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FRACTURES OF THE PELVIS* 


By G. W. LeapsetTEr, M.D., 
Washington, D. C. 


In the practice of the bone and joint, or trau- 
matic, surgeon, fractures of the pelvis assume 
a relatively important place. This type of sur- 
geon recognizes fully the function of the pelvis, 
namely, its role in weight bearing, its role in 
protection to the lower abdominal and pelvic 
viscera, and its importance in the attachment 
of muscular structures which maintain and sup- 
port the erect position of the trunk and lend 
stability and mobility to the lower extremities. 
By those who see few such injuries, these im- 
portant functions are not always thoroughly ap- 
preciated and, as a rule, little attention is paid 
to the preservation of the proper contour of the 
pelvic ring. The subject of pelvic fractures has 
been discussed and elucidated in many valuable 
contributions. A recent one by Dr. Conwell 
presents the subject well and stresses the most 
important points of treatment from the stand- 
point of the traumatic surgeon. However, it 
has been the desire of the American Fracture 
Commission that information concerning the 
treatment of types of fractures which may leave 
distressing sequellae should be brought before 
organizations consisting of a large number of 
general surgeons and general practitioners in or- 
der that we may properly relieve the inadequacy 
of the treatment commonly employed, namely, 
that of allowing the patient to rest in bed with 
the application of an adhesive strap or two, or 
possibly with the application of an encircling 
belt. This type of treatment in a large percent- 
age of such fractures is no treatment at all. It 
is impossible to define didactically a single 
method of treatment applicable to any one case. 
Types of fractures vary greatly, not only in dif- 
ferent occupations, but in different levels of 
society. The procedure chosen should be one 
which best meets the needs of the individual 
from a functional standpoint as well as from 
an economical one. The experience in our Clinic 
is limited largely to civil practice, including la- 
borers as well as a rather large number of the 
more prosperous classes. Consequently, we have 
learned that a good functional result fitting the 
needs of the well-to-do may be not at all ade- 
quate for those engaged in laborious trades. 


The first essential, of course, is an accurate 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Twenty-Fifth Annual Meeting, New Orleans, Lou- 
isiana, November 18-20, 1931. 
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diagnosis, not always readily made, clinically 
or from the history, but greatly aided by a stere- 
oscopic x-ray examination of the pelvis, showing 
the true condition. It has been the experience 
of the reader that were it not for the x-ray 
many fractured pelves would go undiagnosed 
and in many instances suffer the serious conse- 
quences of too early activity, or weight bearing, 
or no treatment. 


A careful, general physical examination should 
be made to determine the presence or absence 
of other serious injuries. We do not routinely 
catheterize a bladder unless there is some clin- 
ical indication for it, such as the appearance of 
bloody urine, tenesmus in voiding, or unallevi- 
ated pain in the region of the bladder, or in 
cases where the type of injury might well in- 
volve the bladder. Our experience has shown 
very few cases of bladder and urethral injuries, 
this being quite the contrary to the experience 
of those practising in the region of steel mills, 
coal fields or oil fields. 

The type of treatment can be decided upon 
only after a thorough study of stereoscopic 
x-rays, since flat plates more often than not 
convey a false impression. Therefore, the treat- 
ment selected should be one which will best 


restore and preserve the continuity of the pelvic . 


ring in the easiest and most efficient manner. 
Such a restoration obviates the sequellae which 
appear sometimes a year or more later. It is 
an observation that such complications usually 
arise in the posterior region of the pelvis, 
namely, in .the sacroiliac and lumbosacral 
joints. For with the distortion of the pelvic ring 
an immediate strain is placed upon this weakest 
portion of the pelvis, due not entirely to the 
distortion, but to a long-standing change in pos- 
ture as a result of the elevation or depression of 
one or the other sides of the pelvis. Several 
methods of treatment are employed. 

(1) With undisplaced fractures of the pelvis, 
the use of rest on a fracture board with the 
application of adhesive strapping or efficient 
belting. 

(2) Suspension traction method in those cases 
which show marked displacement. 

(3) Closed manipulation with the application 
of a double plaster spica. 

(4) Many ingenious methods, such as the use 
of pelvic clamps applied in the region of the 
trochanters or suspension slings placed about 
the pelvis. 

(5) The use of open reduction in certain se- 
lected cases. 
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This paper represents a study of 78 cases, un- 
selected, seen in the last four years at Emer- 
gency Hospital, and 22 cases from Walter Reed 
Hospital, by courtesy of Major Kirk and Colo- 
nel Keller. 

The most common fractures in this series are 
fractures of one or both rami of the pubic bones, 
on one or both sides. Fractures involving the 
upper third of the iliac crest are second in pre- 
dominance. Acetabular fractures represent a 
small percentage, about 50 per cent, of these last 
showing a central dislocation of the head of 
the femur. Separation of the sacroiliac joint on 
one side, together with a displacement of the 
ilium on the sacrum, was found in about 10 per 
cent. Separation of the pubic synchondrosis is 
not common and, in many instances, it has been 
difficult to say whether or not the condition 
was congenital. 

It is interesting to observe that where several 
bones of the pelvis are injured they tend to frac- 
ture in a straight line. Several cases showed a 
fracture involving both rami of the pubes, the 
ilium, and one or two transverse processes on 
the same side with the line of fracture through 
all the bones in perfect vertical alignment. This 
suggests the effect of muscular action. 

It has also been noted that 67 per cent of 
this group showed congenital anomalies in the 
region of the sacroiliac and lumbosacral junc- 
tions. The variations range from sacralizations 
of all types (comprising the most common anom- 
aly) to impinging transverse processes of the 
fifth lumbar, including the very deep-set sacrum 
with six lumbar vertebrae and, in one or two 
instances, an absence of the lamina of the fifth 
lumbar. This high percentage of anomalies 
seems more than could be expected by coinci- 
dence, but what part such congenital change has 
in these fractures is not clear. It may be that 
more thorough anatomical fixation in the region 
of the sacroiliac and lumbosacral joints pre- 
vents the absorption of the force of the injuring 
blow and that fracture occurs. It is also of aca- 
demic interest that about 80 per cent of these 
cases were female. A large number had suffered 
their injuries from a fall while horseback riding. 
Very few cases gave a history of severe crush- 
ing injuries. 

Our method of treatment is practically limited 
to the suspension traction method, since we have 
found that it does not necessitate the use of a 
double plaster spica, but allows the patient more 
mobility in bed and gives excellent results. In 
fact, we feel that in the dislocated type of frac- 
ture, be it the pubes, the ilium, or separated 
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sacroiliac, traction invariably reduces the con- 
dition. Suspension traction is usually applied 
with the aid of the Balkan frame, the Thomas 
splint, and adhesive plaster fixation. In cases 
in which the fragments do not move within the 
first 48 hours, there should be no hesitancy in 
the use of skeletal traction, either by means of 
pins or tongs. The fractures usually move read- 
ily and rapidly, but occasionally tend to recur if 
traction is removed too early. About six weeks 
has been found to be the best period for main- 
tenance of traction. Following this, the patient 
is allowed to remain in bed on a fracture board 
with the usual pelvic belt, sitting up at about 
the eighth week and starting to bear weight at 
the tenth week. 


Open operation has been done in very few 
cases. It was necessary in two of these cases 
because of badly overridden fractures of the 
pubic bones. The superior ramus was exposed 
and the fractures were sprung back into place 
by means of a periosteal elevator, with which 
procedure the overriding of the inferior ramus 
was also reduced. In fractures of the acetabu- 
lum, with or without central dislocation of the 
head of the femur, traction has been our best 
method. 


In one instance it was impossible to maintain the 
reduction of the head of the femur and the case was 
operated upon. At operation the acetabulum was en- 
tirely destroyed and there was no_ structure which 
would support the head of the femur. It was fastened 
with kangaroo tendon to the upper margin of the 
acetabulum, but it dislocated in 48 hours. The joint 
was allowed to ankylose in this position and after 
about 3 months the head of the femur was solidly 
fixed. It then was amputated and an arthroplasty 
done on the amputated neck. The result has been 
very satisfactory from the functional standpoint. 

We have found that plaster is rarely satisfac- 
tory and that we are unable to accomplish sat- 
isfactory results by closed manipulation. The 
criterion, therefore, should be to recognize and to 
treat actively fractures of the pelvis. The treat- 
ment should be selected with a view to as perfect 
a restoration of the pelvic ring as possible and 
to prevent those late complications which occur 
in the region of the lumbosacral and sacroiliac 
junctions. For this purpose, in our hands at 
least, suspension traction, either skin or skele- 
tal, has given the best results. 


DISCUSSION (Abstract) 


Dr. H. Earle Conwell, Birmingham, Ala—In acute 
fractures of the pelvis it is very important to keep up- 


permost in our minds the damage done to the soft 
structures, including the muscles and the intra-abdom- 
inal and pelvic contents. The orthopedic surgeon 
should know and recognize intra-abdominal injuries. 


After these possible complications have been cleared 


up the treatment of bony structures and joint injuries 
becomes important. Too frequently the general sur- 
geon is inclined to neglect this and feel that all pa- 
tients with fractures of the pelvis will recover regard- 
less of treatment so far as the bony parts and joints 
are concerned. 


Very few open reductions should be attempted in 
fractures of the pelvis with displacements. In a large 
series of fractures of the pelvis treated at the Ortho- 
pedic Clinic of the Employees’ Hospital, only about 4 
per cent had open reductions, and in each of these 
cases the fragments were pressing directly on the blad- 
der or rectum. 


One important point regarding the displaced frag- 
ments in fractures of the pelvis in women is that in 
certain instances they might interfere with normal la- 
bor. Recently we had two patients with considerable 
displacement of the fragments, which healed as they 
were. These women later became pregnant, and it was 
necessary to do a cesarean section at term. In looking 
back on these cases, however, I believe that nothing 
else should have been done to correct the bony dis- 
placement. 


One should make an attempt to reduce the fragments 
as soon as possible by the closed method, attempting 
to place the fragments in as nearly perfect apposition 
as possible, or to restore to their normal position the 
articulations in the sacroiliac joint or other articula- 
tions about the symphysis or acetabulum. It is not al- 
ways necessary, however, to get perfect bone reduction 
to obtain good functional results. 

I use the overhead wooden frame with suspension 
with the aid of a pelvic sling in a majority of our 
fractures of the pelvis with excellent results. I do not 
think that the average pelvic fracture should be al- 
lowed to move about in bed without some support 
around the pelvis. 


Dr. F.. Walter Carruthers, Little Rock, Ark—With 
our present day speed maniacs on the highways, one 
often reads in the morning paper that 7, 10 or 20 
persons have been injured. The question of fractures 
of the pelvis is a very serious one. 

In a recent article, Sir Robert Jones stated that 
the mortality in these cases was about 50 per cent. 
In reviewing the literature in America, we find the 
mortality as high as 25 per cent. 

I have resorted to the method of application of plas- 
ter cast with traction. I have treated 35 cases. Of 
these, five were very severe fractures of the pelvis with 
complicated soft part injuries. 

It is important to be on the alert to discover a 
fractured pelvis if the patient has been subjected to a 
severe injury. Otherwise we may not recognize it until 
the patient begins to walk and complains of pain in 
the lumbosacral region. 

We should also look for injuries to the soft parts in 
the lower pelvis. We as orthopedic surgeons should 
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find these and bring them to the attention of the gen- 
eral surgeon. 


Dr. J. W. White, Greenville, S. C—I have been 
rather interested in thinking out the cause of these in- 
juries. I know of two cases in which the fracture 
was sustained by a compression trauma. The _ indi- 
vidual was sitting in the seat of an automobile, which 
was hit broadside by another one, or came against an 
embankment, so that he was thrown forcibly against 
the side of the machine, producing a compression. 


If the fracture is sustained by compression, in order 
to correct the displacement, we ought to do something 
to spread it, that is, we should open the pelvis. In 
what way is it possible to control the relative position 
of the bones of the pelvis? I actually did use to excel- 
lent effect, wide abduction and external rotation of the 
legs, putting the individual up in plaster in that posi- 
tion. It was most gratifying to see the pubic rami fall 
into place. The individual stayed in that position for 
ten weeks without great difficulty. 

Dr. Lawson Thornton, of Atlanta, in a difficult central 
dislocation of the femur, applied a plaster spica which 
served aS counter traction to ske'etal traction on the 
trochanter and resulted in pulling the femoral head 
out. It pulled out also the fragments of the acetabu- 
lum and held them corrected for the proper length 
of time. 

In bad fractures of the pelvis where, for some reason, 
we cannot use abduction, we might apply the same 
principle, using both trochanters. It is difficult to get 
any grip on the actual pelvis. Why not apply traction 
on the trochanters with a lateral pull, and correct the 
compression displacement which practically always 
occurs in fractured pelvis? The muscles as well as the 
method of inception of the injury always tend to pull 
these fragments together. 


Dr. Frank P. Strickler, Louisville, Ky—If we have a 
rupture of the intestines, bladder or urethra, the first 
phase of the situation is to treat the injured soft parts 
or the patient will develop peritonitis and we will have 
no patient to treat. Of course, in injury to the soft 
parts one has to use a type of apparatus which will 
not interfere with abdominal drainage. 

I have used suspension, abduction and traction, but 
in a different way from Dr. Conwell. I use a canvas 
sling which permits any dressing about the abdominal 
wound that may be necessary. 

Some of the x-ray examinations of these cases are 
not very satisfactory. The type of treatment can be 
decided upon only after a thorough study of stereo- 
scopic x-rays. While the x-ray may 1ook bad, the 
patient often gets a better functional result than you 
would suspect from the x-ray picture. 


Dr. L. V. Parmely, Little Rock, Ark.—Fractures of 
the pelvis were at one time considered very rare and of 
a great deal of consequence, but they are common 
now. 


The essayist spoke particularly of the use of the 
In my opinion the usefulness of this appliance 


sling. 
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is confined chiefly to sacroiliac injuries, because its 
action is that of compression, and by virtue of this 
action, it defeats the purpose of treatment in other 
types of pelvic fractures. Naturally one does not wish 
to compress fractures of the rami or the head of the 
femur into a comminuted fracture of the acetabulum. 

Therefore, since lateral traction is desired, we prefer 
the Maxwell-Ruth lateral traction method, using 8-inch 
width of fe’t and adhesive, and an ordinary Buck’s 
extension for anchorage. Rotation can be governed by 
directing the lateral traction either anteriorly or poste- 
riorly. Our results from the use of this apparatus have 
been fairly satisfactory. 


The trend seems to be to obtain perfect anatomical 
alignment with almost no regard to the methods em- 
ployed. Sometimes the treatment becomes a veritable 
punishment. Perfect anatomical alignment is seldom 
obtained in fractures of the pelvis and is seldom neces- 
sary. Of course overlapping in fractures of the long 
bones is not permitted, but in most instances of pelvic 
fractures a small amount of overlapping is of no 
great consequence. 


So far, we have done no open reduction in pelvic 
fractures and our results have Been satisfactory. 


Dr. Leadbetter (closing).—Before I come to Dr. Kid- 
ner’s question, I should like to expand for just a 
minute on the method of traction and the use of the 
sling. 

Except in certain types (and I have not clearly in 
mind what those types might be) I do not believe that 
we need a sling at all. Our method is this and it will 
answer the Doctor’s question concerning the Ruth- 
Maxwell method also. The skin traction is applied from 
the upper thigh, down, and the leg is abducted to its 
fullest degree. If necessary to maintain that abduction, 
the other leg is put in moderate abduction. A meas- 
ured amount of weight is then applied. 

Dr. Conwell uses about the same amount of weight 
that we use. It is an absolutely balanced traction and 
the hip is slightly flexed and externally rotated. Trac- 
tion is made through the capsule of the hip joint 
with the fibers rotated back to the original quadrupedal 
position, so that direct traction is obtained. 


I do not believe that it matters what form of trac- 
tion is used. Skeletal traction may be utilized if you 
so desire, although many cases will not require it. Then 
there is the Ruth-Maxwell method. The muscular fas- 
cial structure and the anatomical contour of the ring 
seem to splint the fractures, once it is controlled by 
the proper traction. 

To answer Dr. Kidner’s question, the transverse inci- 
sion directly over the superior ramus is used in open 
reduction of fractures of the rami of the pubes. No 
attention is paid to the inferior ramus. The exposure 
for fractures of the acetabulum and central dislocation 
of the head of the femur is made through the same 
approach as for any reconstruction procedure. We 
throw the flap down anterolaterally and retract the 
rectus. That brings us directly on the capsule which 
is split and we are immediately in the acetabulum. 
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HERNIA IN RAILWAY SURGERY* 


By Epwarp T. NEwELt, M.D., 
Chattanooga, Tenn. 


Of all the chronic conditions that confront the 
railway surgeon, no subject is of greater impor- 
tance than hernia. 


First, in our examinations of applicants for 
admission to service, we are required to make 
a searching examination for hernia and for pre- 
hernial conditions: large external rings, with ab- 
normal impulses upon increase in the intra-ab- 
dominal pressure. Repeated examinations in 
some cases are frequently necessary to be cer- 
tain that the applicant is not at the time of 
examination developing a hernia or has not a 
condition that subsequently from the strain of 
heavy manual labor will develop into a hernia. 

Second, in examining an injured employe or 
anyone injured in a railway accident, whether of 
a major or minor character, where a recent her- 
nia is found to exist, the possibility naturally 
arises that the trauma caused the hernia. It 
has long been the contention of railway and trau- 
matic surgeons throughout this and other coun- 
tries that hernia is due to a predisposition of 
the individual (congenital in some cases) and 
that hernias are therefore not the result per se 
of sudden trauma, but of disease, except in a 
very small number of unusual cases due to di- 
rect trauma from massive injuries. However, 
the railway employe, other employes and indi- 
viduals, continue to come to you and to me 
with the history of having injured themselves 
while at their work, a weight beyond one man’s 
power having been suddenly cast upon the pa- 
tient while he was lifting; or he was thrown 
from a hand car or mashed in the abdomen; 
and he has since developed a hernia which he 
positively did not have prior to the accident. 
He believes what he says and his statement is 
often supported by his foreman. 


The examination reveals a hernia, usually 
inguinal, and unless it is of large size or scrotal 
in character, with the history of short duration, 
you are going to have to reckon with this indi- 
vidual before you can convince him, and later 
the courts, that the alleged accident did not 
produce his hernia, instantly, as he claims. 

Let us consider what has actually happened 
in an authentic case, where an inguinal hernia 


_ *Read in Section on Railway Surgery, Southern Medical Asso- 
ciation, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
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has manifested itself following an accident. 
First, we shall examine the pathological side of 
the question, and then the legal aspects of it. 

It is common knowledge that the vaginal 
process is not completely and solidly closed from 
the testicle to the parietal peritoneum in ap- 
proximately 20 per cent of cases operated upon 
(Kocher Clinic), yet it may be sufficiently sup- 
ported by fat in the inguinal canals and the in- 
tercolumnar fascia, and by the valve-like action 
of the conjoined tendon to prevent the occur- 
rence of a hernia. The vaginal process is usually 
closed in the scrotum; is often patulous in the 
inguinal canal; but more often is completely 
closed in both to within a very short distance 
of the internal inguinal ring. This leaves a fun- 
nel-shaped depression in the peritoneum at the 
site of the internal ring and is the greatest sin- 
gle factor in the development of hernia. 


Add to the above a patulous external ring, 
wide inguinal canal, with no paddings of fat, re- 
laxed and weakened abdominal muscles, espe- 
cially the conjoined tendon from chronic dis- 
ease and advanced age, and you have an ideal 
condition for the development of hernia. All 
that is needed to complete the picture is that a 
sudden increase in intra-abdominal pressure be 
applied to this funnel-shaped peritoneum, and 
you will have the objective evidence of a her- 
nia. 

For “the birth of a hernia,” the patient must 
have immediate pain and soreness and objective 
evidence, such as tenderness at the hernial site; 
and in more pronounced cases, nausea and suf- 
ficient discomfort to cause him to quit work, 
lie down, and summon a physician. It is esti- 
mated, in an analysis of 4,621 hernia cases, that 
only about one patient in 100 who claims hernia 
as the result of accident has had all of the above 
symptom complex immediately following the ac- 
cident (von Bergmann). Von Bergmann further 
states: “The final appearance of an inguinal 
hernia that can be appreciated on inspection is 
the result of a sudden exertion, but only after 
the way had been prepared as previously de- 
scribed.” 

So you see we have in all of our railway and 
compensation hernia cases the dual cause to 
consider, the remote and the immediate. 

From the patient’s viewpoint he has not been 
conscious of his predisposition to hernia, or bet- 
ter, his gradual development of hernia, because 
it is beneath the coverings of the inguinal canal, 
until it became evident following a sudden in- 
crease in intra-abdominal pressure. Naturally, 
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he endeavors to connect the new objective her- 
nia with some specific strain which he claims to 
have sustained in the recent past in his work. 


The legal side of the question is best summed 
up in the answers to a questionnaire that I sent 
to the Department of Labor of six of the states 
comprising this Association (compensation 
states). The question was: “What is your law 
in regard to compensation for hernia, supposed 
to be the result of an injury?” 

The answer was almost identical in each in- 
stance, as though written by the same individ- 
ual, and was as follows: 

A hernia to be compensable under the Act of 
this State must meet the following five require- 
ments: 

(1) That there was an injury resulting in hernia or 
rupture. 

(2) That the hernia or rupture appeared suddenly. 

(3) That it was accompanied by pain. 

(4) That the hernia or rupture immediately followed 
an accident. 

(5) That the hernia or rupture did not exist prior 
to the accident for which compensation is claimed. 

From the above, the compensation laws recog- 
nize hernia as of traumatic origin, under speci- 
fied conditions. The burden of proof, however, 
is placed upon the patient in every case. Should 
all of the requirements set forth be necessary in 
each case, few if any of the applicants would 
receive compensation. But the Department of 
Labor in most states as well as the courts are 
most liberal in their interpretation of the law. 
It is my opinion that many hernia cases are op- 
erated upon and compensation adjudged and 
paid for by insurance companies and common 
carriers that are not of accidental origin. 

There are several million concealed hernias in 
the United States today, known in most cases 
only to the individual, and several million more 
in the process of making, unknown to the pa- 
tient, and not demonstrable even by the most 
skilled inguinal surgeons. These constitute a 
rich field for exploitation of traumatic hernia 
against railroads and employers in general. 

The most important question to the railway 
surgeons is not how to treat hernia, for nearly 
all of them should be subjected to operation, 
but to be able to make a decision as to whether 
a given hernia became objective by reason of 
and at the time of the alleged accident: a very 
difficult opinion to be definitely certain of. 

In regard to treatment, surgical judgment here 
as elsewhere is very necessary. Not all hernias 
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are operable or should be operated upon. The 
size of the hernia, the age of the patient, dura- 
tion of the hernia, physical condition of the pa- 
tient as well as the kind of hernia you are deal- 
ing with should be taken into consideration be- 
fore an opinion is expressed as to the operability 
of the case in question. Nothing is more dis- 
turbing to the surgeon or more disastrous te 
the practice of surgery than to have a recur- 
rence following a herniotomy, unless it be the 
death of the patient, which occurs in less than 
1 per cent of cases. I shall go no further into 
the subject of the selection of cases for opera- 
tion than to emphasize that all cases must be 
studied and individualized. The patient in 
whom a recurrence is likely should be frankly 
informed that his hernia, for certain reasons, 
may return following operation regardless of 
how skillfully the operation is performed. The 
*best of surgeons have recurrences in their her- 
nial work. The general estimate is 5 per cent. 


Of 276 inguinal hernias operated upon at the 
Newell Clinic in the past ten years, there were 
no deaths, with a known recurrence of six cases, 
or 2.1 per cent. Possibly the unknown recur- 
rences would increase this percentage. It is 
well known that in hernia cases upon which you 
have operated and failed the patient often seeks 
another surgeon and you know nothing of your 
failure. This is not always an unhappy occur- 
rence, for a second operation is always more 
difficult and the condition is more likely to re- 
cur. 


Failure in hernia operations is not always due 
to faulty technic: more often it is due to the 
pathology present at the time of the operation. 
There may be no firm tissue, a sliding hernia, a 
very large old hernia, or it may be due to lack 
of cooperation on the part of the patient fol- 
lowing his release from the hospital. 

The operation here, as elsewhere, should fit 
the patient, but general broad principles should 
be followed, and will be productive of the best 
results. Taking oblique inguinal hernia as the 
type, we have followed in over 90 per cent of 
the cases operated upon in our clinic the technic 
of the immortal Bassini. I had the pleasure of 
seeing Professor Mario Donati do a Bassini in 
1926 in Bassini’s old operating room at the Uni- 
versity of Padua. The boy, a peasant, age 21, 
had the following pertinent history: “He was 
two years old when the disease followed a 
strain.” 

The noteworthy points in hernia operations 
are as follows: 
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(1) Remove completely the hernial sac, leav- 
ing no infundibulum. 


(2) Construct a sound floor, suturing the con- 
joined tendons to the inguinal ligaments in such 
a manner that it will firmly unite this behind 
the elevated cord. 


(3) Close the internal and external rings 
snugly around the exit of the cord. 


(4) Suture accurately the split fibres of the 
external oblique. 


(5) Approximate the skin and subcutaneous 
structures without undue tension, using inter- 
rupted No. 1 chromic catgut sutures through- 
out. 


(6) Maintain perfect hemostasis and asepsis. 


(7) Local anesthesia should be given prefer- 
ence in hernia work. . 


Some surgeons in this country, but especially 
those in Holland, rely solely for success in their 
hernia operations upon the complete removal of 
the sac, and report splendid results by this pro- 
cedure alone. The technic of MacEwen, Kocher, 
Halstead, Bloodgood and others have their place 
in the treatment of hernias, but to Bassini we 
owe a great debt for his standardization of the 
treatment of hernia. His technic with only a 
few changes has stood the test of half a cen- 
tury. 

(1) The hernia problem is all-important to 
railway surgeons. 


(2) The part the vaginal process plays in the 
production of hernia is not yet completely set- 
tled. 

(3) The part that trauma plays in the final 
production, objectively, of hernia is still unset- 
tled. 

(4) The surgical treatment, while mechan- 
ically and scientifically correct, does not always 
effect a cure. What operation does? 

(5) The court and the employes are in need 
of more definite information on the hernia prob- 
lem, some of which is available and some of 
which is not. 

(6) The railway surgeon, before admitting 
liability for his company in a hernia case of 
supposed traumatic origin, should satisfy him- 
self that all of the symptoms, subjective and ob- 
jective, as well as the clinical history, indicate 
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a hernia that developed immediately following 
the trauma. 


DISCUSSION (Abstract) 


Dr. Sam O. Black, Spartanburg, S. C.—In addition to 
saying that hernias are congenital and acquired, I like, 
at times, to speak of those which are treated mechan- 
ically and those which are treated surgically. 

Bandage treatment in itself is a very old procedure, 
having been used as early as 900 B. C. 

It is with some hesitancy that I mention the mechan- 
ical treatment of hernias at a gathering of this sort, yet, 
we must bear in mind that there are a number of good 
surgeons who still refrain from operating upon all 
cases of hernias. 

The indications for mechanical treatment are: 

(1) Children under 3 years of age, in whom a me- 
chanical appliance holds the parts in their proper place. 

(2) Adults desiring temporary care for business or 
family reasons. 


(3) Adults with intercurrent disease which prohibits 
operation. 

(4) Certain aged people. 

(5) Umbilical hernia in the new born and very 


young children. 

(6) Certain cases of postoperative umbilical hernia 
in very obese people with or without organic visceral 
disease are at times well controlled by a many-tail 
binder or some other form of bandage. 

There are a'so certain definite contra-indications to 
the mechanical treatment of hernias. Among these 
might be mentioned (1) incarcerated or strangulated 
hernia; (2) hernias associated with hydrocele of the 
cord or with an undescended testicle; (3) large long 
standing scrotal hernia which slips by a truss, and lastly, 
epigastric hernias. 

In operating for inguinal hernia, we do the Andrews 
modification of the Bassini technic, using chromic cat- 
gut throughout. 

In our experience, the large direct inguinal hernias 
give the biggest per cent of recurrences. 

Femoral hernias seem to strangulate more quickly 
than do the inguinal ones. A small hernia is more apt 
to strangulate than a large one. A hernia may stran- 
gulate the first time it comes down, or it may have 
been reducible for years before it is “caught”. 

In operating for strangulated hernia, we open the 
sac and inspect the contents. These contents are either 
viable, non-viable or questionably so. The treatment 
for the first two is obvious; for the last we wrap the 
intestine in a hot pack for a few minutes before return 
ing it to the abdomen. [If its viability is still doubtful, 
we insert a drainage tube through a stab wound, down 
along the side of the affected area, and should perfo- 
ration occur, this tube drains the abdomen and a sec- 
ondary operation can be subsequently performed. If 
no leakage occurs the tube is removed in a few days 
and the stab wound heals very quickly. This has 
proven a most satisfactory procedure in our hands on 
several occasions. 
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PRIMARY OPHTHALMIC TULAREMIA* 


A REPORT OF FIVE CASES WITH PATHOLOGY OF 
THE EYE 


By R. M. Armstronc, M.D., F.A.CS., 
and 
C. N. Kavanaucu, M.D., F.A.C.P., 
Lexington, Ky. 


The first case of tularemia in man, which was 
diagnosed and proven by laboratory methods, 
occurred in the practise of Dr. Derrick T. Vail, 
Sr., in the fall of 1913. Recognizing a severe 
and unusual form of conjunctivitis as something 
that he had never seen or read about, re- 
ferred the case to Wherry for bacteriological ex- 
amination. After several months of exhaustive 
laboratory work, Wherry and Lamb succeeded 
in isolating Bacterium tularense in pure culture 
and reproducing the conjunctival disease in the 
healthy eye of a guinea pig. The earliest known 
reference to the existence of a causal relation- 
ship between tularemia and conjunctivitis is to 
be found in a letter in 1907 to Prof. Novy, of 
the University of Michigan, from Ancil Martin, 
an ophthalmologist of Phoenix, Arizona, in which 
he described three cases of conjunctivitis which 
he had seen in his practice and to which he gave 
the name of “rabbit septicemia.” 


Thirty-six cases of the primary ophthalmic 
type have been reported in the literature. 
Twenty-one patients had skinned or dressed wild 
rabbits, eight had crushed ticks with their fin- 
gers, one had crushed a fly with his fingers, and 
in two cases the source of the infection was un- 
certain. In one case, bile from an_ infected 
woodchuck was the causative factor. In all our 
cases the disease was contracted from dressing 
cotton-tail rabbits. 

During the fall and early winter of 1930, five 
cases of primary ophthalmic tularemia were ob- 
served by us, one terminating fatally. This was 
a typical case of the primary ophthalmic type 
in which extreme toxemia with delirium and 
stupor was manifest from the onset, death oc- 
curring on the twelfth day. An autopsy was 
performed six hours after death. The histology of 
the initial lesion in the conjunctiva is described 
for the first time in the human disease (Case 1). 


REPORT OF CASES 


Case 1—Z. M., age 40, referred by Dr. W. C. Mc- 
Cauley, Nov. 29; 1930, complained of irritation, lacryma- 


*Read in Section on Opthalmology and Otolaryngology, South- 
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tion, pain and swelling involving the right eye. On 
December 1, 1930, he had a severe chill followed by 
fever, prostration and general bodily aching. Since the 
onset of systemic symptoms, he had had high fever, 
profuse sweating, delirium and slight cough without 
expectoration. 

The upper and lower lids of the rght eye were mark- 
edly swollen with a large amount of mucopurulent 
discharge and marked chemosis of the bulbar conjunc- 
tiva. On everting the lids, many small crater like 
ulcers appeared, filled with dirty exudate, which could 
not be easliy wiped away. The cornea was c'ear, the 
disc could not be szen on account of the cloudy media. 

The left eye was negative. There was much muco- 
purulent discharge from the left nostril. 

The patient was profound y toxic and _prostrated. 
Delirium and stupor continued until h’s death occurred 
on the twelfth day of illness. His serum agglutinated 
Bacteiium tularense in dilution of 1-160 on the ninth 
day. 

Pathology of the Eye at Autopsy in Case 1.—On 
gross exam‘nation the palpebral conjunctiva of the right 
eye is diffus:ly covered by a thick grayish-yellow fi- 
brino-purulent membrane, measur:ng from 1 to 2 mm. 
in thickness. This membrane extends over the bulbar 
conjunctiva and ends abruptly at the im>us with over- 
hanging edges. The surface of the membrane is rather 
irregu ar but no definite ulcers can be recognized. Con- 
siderable material can be easily scraped from the surface, 
but the mcmbrane is closely adherent to the deeper 
structures. Iris, lens, vitreous, retina and choroid are 
apparently normal. The lids are edematous. The left 
eye showed no gross lesions. 

Microscopically, the conjunctiva and cornea are cov- 
ered with a heavy layer of lymphocytic and polymor- 
phonuclear infiltration surrounding mutiple foci of 
early caseous necrosis. The inflammatory exudate and 
foci of necrosis entirely replace the squamous epithe- 
lium. The choroid and retina are not involved. 

The general pathology is manifest by areas of focal 
necrosis scattered throughout the spleen, liver, lungs 
and regional lymph nodes. An interesting feature of 
this case was a situs inversus viscerum. 


Case 2—J. B. O., a white man, age 38, was referred 
by Dr. L. L. Cull. Forty-eight hours after dressing 
rabbits, he began to complain of itching, burning and 
lacrymation. He was scen November 24, 1930, with 
marked edema of the upper and lower lids of the right 
eye with mucopurulent discharge. The fundus could 
be seen distinctly and there was no evidence of intra- 
ocular disease. 

On everting the upper and lower lids of the right 
eye, many nodules appeared in or on the conjunctiva, 
which soon broke down and appeared as small excava- 
tions or crater-like ulcers, covered with a dirty, ye low- 
ish muco-pus with the surrounding conjunctiva velvety 
in appearance and marked chemosis of the bulbar con- 
junctiva, both palpebral and bulbar, was highly in- 
flamed but subsided without the abscessing which was 
seen in the right eye. On the night of November 23, 
1930, this patient was awakened with a chill, elevation 
of temperature, headache, legache, and backache. On 
November 24, he was removed to the hospital and his 
temperature, pain and delirium continued for one week. 
After this date, the temperature slowly dec’ined as did 
the edema and pain, completely subsiding during the 
third week. The preauricular lymph nodes, submaxil- 
lary and superficial cervicals remained enlarged until 
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they were lanced about January 1, 1931. The blood 
serum agglutinated Bacterium tularense in dilution of 
1-160 the tenth day and in dilution 1-1280 during the 
sixth week. 


In March, 1931, the patient complained of poor vision 
in the right eye: O. D. V. 20/50, O. S. V. 20/20. 
There was no edema of the lids at this time but a 
marked roughness was present on the upper palpebral 
conjunctiva; the superior portion of the cornea was 
ulcerated with numerous blood vessels resembling very 
much a panus, which one so often sees in trachoma. 
On this date, the pupil was dilated and fundus examina- 
tion revealed the vitreous cloudy but no_ opacities. 
The disc margin was indistinct with marked injection 
of the disc; the vessels could not be seen distinctly. 
Apparently it was a beginning neuro-retinitis. 

November 6, 1931, found no external evidence of 
disease in right eve. O. D. V. 20/200, O. S. V. 20/20. 
Vision could not be improved with glasses. The lids, 
cornea, anterior chamber, iris and lens were normal. 
Examination of the fundus showed that the vitreous 
was hazy, the disc margin indistinct on the nasal side, 
the retinal vein near the disc turgescent, the retinal 
artery and its branches reduced in size and the light 
streak absent. Apparently there was a secondary optic 
atrophy. 

This is the first case of secondary optic atrophy re- 
ported, following primary ophthalmic tularemia. 


Case 3—H. McC., age 14, was referred by Dr. T. P. 
Scott. During the last week in August, 1930, he killed 
a rabbit with a sling-shot. Three days later he had 
severe headache, vomiting, general bodily aching, fever 
and prostration. During this same day he complained 
of itching, photophobia and swelling of the right eye. 
During the week the lids were markedly injected and 
swollen, the conjunctiva chemotic and livid red, there 
was a profuse muco-watery discharge, the preauricular, 
submaxillary and cervical lymph nodes (regional) be- 
came markedly enlarged, tender and painful. Within 
ten days, several yellow raised nodules were noted by 
Dr. Scott on the upper and lower palpebral conjunctiva. 
The inflammatory condition gradually subsided over a 
period of six weeks. At intervals during the next three 
months, the enlarged lymph nodes broke down and 
were lanced. On January 10, 1931, the conjunctiva 
was somewhat thickened, congested and presented sev- 
eral small pitted areas. On the same day the blood 
serum agglutinated Bacterium tularence in dilution of 
1-1280. 


Case 4.—P. P., a white man, age 26, was referred by 
Dr. E. Estes, November 18, 1930. He had dressed rab- 
bits November 15, and on November 17, complained 
of itching, burning, lacrymation, and photophobia in 
the right eye, accompanied within a few hours by ten- 
derness, pain and swelling of the preauricular and sub- 
maxillary glands. Swelling of lids and mucopurulent 
discharge were marked within thirty-six hours. Since 
onset, the preauricu'ar and submaxillary lymph nodes 
had increased markedly in size. 


Examination, November 18, 1930, of the right eye 
showed moderate swelling of the lids, the conjunctiva 
thickened and covered by a yellowish-gray exudate. 
Three small ulcers were noted on the lower palpebral 
conjunctiva and one small ulcer on the bulbar con- 
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junctiva, and a maculo-papular eruption over the right 
cheek and neck. December 30, 1930, his serum agglu- 
tinated Bacterium tularense in dilution 1-640. The 
submaxillary and superficial cervical lymph nodes 
broke down during the sixth week of illness and were 
incised, evacuating a large amount of pus. 

Case 5—L. H., a white woman, age 24, was re- 
ferred by Dr. R. Boggess. October 2, 1930, five days 
after cleaning a rabbit, she complained of pain, itching, 
photophobia and a watery discharge from the left eye. 
About three days later, there was a severe chill, fever, 
headache, general aching, pain in preauricular, cervical 
and submaxillary lymph nodes on the left, which at 
this time, were swollen and tender. During the next 
three weeks, there was marked swelling of the lids and 
conjunctiva. Small discrete raised yellowish nodules 
were noted on the upper and lower palpebral conjunc- 
tiva. The discharge was profuse and mucopurulent 
in character. The preauricular and cervical lymph nodes 
suppurated and were lanced in six and eight weeks 
respectively. December 16, 1930, the blood serum ag- 
glutinated Bacterium tularense in a dilution of 1-320. 


In the ophthalmic type, the primary localiza- 
tion is in the conjunctival sac. The period of 
incubation varies from 24 hours to 10 days (the 
average being 314 days). The constitutional re- 
action is sudden and is manifested characteris- 
tically by headache, vomiting, chilliness, aching 
bodily pains, sweating, prostration and fever, 
and in severe cases by convulsions, delirium and 
stupor. The fever is of the septic type and 
lasts from one to six weeks, the average three 
weeks. Recurring sweating and chills may con- 
tinue during the course of the disease. The 
early subjective local symptoms are itching, 
swelling of the lids, accompanied by lacrymation, 
photophobia and pain. Almost simultaneously 
the preauricular, parotid, submaxillary and cervi- 
cal lymph nodes become swollen, tender and 
painful. In severe cases, the axillary lymph 
nodes may be involved. If the patient is seen 
shortly after the acute onset, the conjunctiva 
presents the picture of acute conjunctivitis, che- 
mosis is marked and the conjunctiva is a vivid 
scarlet. The lids are markedly swollen and 
small discrete yellow nodules (measuring from 
1 to 6 mm. in diameter) appear very soon on 
the chemotic conjunctiva of both lids. Rarely 
single nodules appear on the bulbar conjunctiva, 
which at this time is edematous and injected. 

In Cases 1 and 2, the cornea and ocular con- 
junctiva were covered with a gray translucent 
organized exudate. In Case 2, in which there 
was bilateral ocular involvement, the conjuncti- 
vitis was equally severe in both eyes, but nodules 
did not appear in the conjunctiva of the left eye 
and the inflammation subsided much more rap- 
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idly. These small nodules tend to break down, 
leaving small crater-like ulcers which eventually 
heal without leaving a scar. There is a muco- 
watery or mucopurulent discharge, usually 
straw-colored, which is at first moderately pro- 
fuse and lessening in amount as the local condi- 
tion improves. The active conjunctivitis con- 
tinues from three to five weeks, when the swell- 
ing gradually recedes. The glands may remain 
small and nodular or become greatly enlarged 
and persistent for many months, or may progress 
to suppuration. 


In Case 4, a papular eruption appeared over 
the same side of the face and neck during the 
first week of the disease. One other case re- 
ported by Junkin showed a papular rash on the 
head and shoulders on the fourteenth day. 


The only record. of permanent impairment of 
vision was noted in a case reported by Magath 
and Yater, in which there was blindness of the 
infected eye following perforation of the cornea, 
protrusion of the iris and fusion of the cornea 
and iris into a compact mass. 


In Case 2, early neuro-retinitis was present, 
which resulted in atrophy of the optic nerve, and 
has reduced vision to 20/200 in the right eye 
at the end of the first year. 


Fulminant cases running a rapid course with 
death have been reported in the ophthalmic 
type. A purulent dacryocystitis was noted in 
three previously reported cases. The mortality 
in the ophthalmic type is about 9.5 per cent 
and in cases of all types about 4.5 per cent. 


Convalescence is slow and it is rare for a pa- 
tient to be at work at the end of the month, 
some requiring from two to six months or even 
one year before recovery takes place. Weak- 
ness on exertion is characteristic of this period. 

The most important factor in the diagnosis 
of tularemia is to have the disease in mind. In 
human infections, the history of having dressed 
or dissected a wild rabbit or of having crushed 
a tick, followed by a primary conjunctivitis with 
regional glandular enlargement, and characteris- 
tic onset symptoms, suggests a tularemic infec- 
tion. The diagnosis can be confirmed by ob- 
taining an agglutination of Bacterium tularense 
by blood serum collected in the second week of 
illness and by noting an incréase in the aggluti- 
nation titer in serum collected a few days later 
or in the third week; or by isolation of Bacte- 
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rium tularense from guinea pigs inoculated with 
material taken from the primary lesion or from 
the enlarged lymph nodes, or from the blood of 
the patient, as early as the first week. 


Heretofore, any unilateral conjunctivitis with 
regional lymph-adenitis has been called ‘Peri- 
naud’s.” The striking clinical similarity and 
absence of etiological cause leads us to believe 
that many of these cases were actually conjuncti- 
vitis tularensis. In 1924, Pasheff suggested the 
substitution of the term Perinaud’s syndrome in 
the place of Perinaud’s conjunctivitis as signify- 
ing a unilateral conjunctivitis with regional ade- 
nitis. 

Necrotic infectious conjunctivitis (Pasheff) is 
clinically similar to ophthalmic tularemia in 
many particulars. The clinical course, morpho- 
logic and cultural differences between the two 
organisms and the agglutination test seem defi- 


-nitely to differentiate these two diseases. 


Leptothrix conjunctivitis, although clinically 
similar, differs as to etiology, the leptothrix be- 
ing found in the pus and necrotic nodules. 


Sporotrichosis is readily differentiated by its 
cultural characteristics. 


Rarely acute trachoma, atypical tuberculosis 
and conjunctivitis pseudo-tubercle rodentum, 
may be confused with conjunctivitis tularensis. 


TREATMENT 


There is no specific treatment. No vaccine 
or anti-serum has been found to be effective. 
The treatment is symptomatic. Confinement to 
bed, restricted diet and fluids freely seem to be 
indicated. It is unwise to incise the primary 
lesion and the enlarged regional lymph nodes 
should not be surgically drained until positive 
signs of suppuration. No intravenous therapy 
has altered the course of the disease. In view 
of the fact that the serum agglutinins are perma- 
nent, it seems logical that the disease might be 
arrested in the acute stage by the use of im- 
mune human serum, particularly that taken from 
individuals who have agglutinated Bacterium 
tularense in high titier. In Case 1, convalescent 
serum (titier 1-1280) was given without results. 

In the treatment of our cases we kept the lids 
anointed with 1-3000 bichloride ointment and 
cleansed the eye frequently with warm boric acid 
solution. Epsom salts compresses seemed to 
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make patients more comfortable when applied 
hot and changed frequently. 


DISCUSSION (Abstract) 


Dr. J. W. Jervey, Greenville, S. C—I can only con- 
fess to you that, like Wil Rogers, “All I know is what 
I read in the papers.” I have read a good many papers 
on this subject, but have never seen a case of ophthal- 
mic tuleremia. I wonder how many of us have seen 
a really proven case. If the Chairman will allow, I 
should like to see a show of hands. 


Dr. Armstrong has been exceedingly fortunate in hav- 
ing been able to collect such a large number of cases. 
I think the total number reported is somewhere in the 
neighborhood of 40, and to have seen 5 is very unusual. 
The hands show that three physicians here have seen 
one case each. I feel that there are many more cases 
than have been reported. I believe that the so-called 
cases of Parinaud’s conjunctivitis that have been diag- 
nosed by many of us, although personally I have not 
seen such a case, were really ophthalmic tularemia, and 
perhaps there is no such thing as Parinaud’s conjunc- 
tivitis. Possibly tularemia covers the cases that have 
been classed under the parinaud syndrome. 


In the case of Dr. Armstrong in which there was an 
autopsy and histological examination, both the gross 
and microscopical examination showed the presence of 
a very dense tissue covering the entire conjunctival sur- 
face. In all the literature I have seen on the subject it is 
specifically emphasized that in ophthalmic tularemia no 
membrane is ever encountered. In addition to that, 
the histological report advises us that the nodules under 
microscopic examination showed caseous degeneration, 
and that means at once that we suspect tuberculosis. 
That, indeed, is the characteristic sign of tuberculosis, 
and is the only way we have of distinguishing tubercu- 
losis of the uveal tract from the tubercles in sympa- 
thetic ophthalmia. 


Dr. V. R. Hurst, Longview, Texas —The case of ocu- 
loglandular tularemia which I observed was similar to 
those of Dr. Armstrong, and the clinical diagnosis was 
confirmed by the agglutination of B. tularense. This 
patient ran a temperature for the first nine days which 
ranged from 104 to 106°, then around 102° for thirty 
days, with complete recovery in ninety days. Several 
pre-auricular and submaxillary lymph nodes suppurated 
and were incised. There were several yellowish spots 
on the tonsil’ar pillars similar to those on the conjunc- 
tiva, which was a symptom I have failed to note in 
any case reports. 


Dr. R. O. Rychener, Memphis, Tenn—The two cases 
which I have seen were not different from those de- 
scribed by the essayist. One was in a grown man of 
about 50, whose infection was traced back to hand- 
ling rabbits, and whose blood agglutinated the ba- 
cillus. The other was a negro child of about four who 
obtained the infection in a similar way and whose 
diagnosis was essentially the same. Both recovered. phys- 
ically, but both eyes were lost. 


Dr. Armstrong (closing) —In answer to Dr. J. W. 
Jervey’s question as to the possibility of tuberculosis, 
I will say that the eye showed no evidence of tubercu- 
losis, according to the report of the pathologist 
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HEADACHE AND BRAIN TUMOR* 


By GILBert ANDERSON, M.D., 
New Orleans, La. 


A very early description of headache in con- 
nection with brain tumor is quoted by Ironside 
and Guttmacher’ from the ‘“Apoplexia” of Wep- 
fer, Professor of Medicine at Tubinger, pub- 
lished in 1675. The case is so graphically pre- 
sented that it is worthy of detailed quotation: 


“Ursula Aberlin, of Wolfach, a virgin, aged 23, was a 
maid servant to the inkeeper ‘At the Sign of the Sun’ 
In the year 1667, one day she carried home from the 
field a ponderous bag of grain on her head. She sud- 
denly had a sensation as though something had burst 
within her head. She was, however, able to continue 
uphill and perform her errand, but ‘from this time she 
was less capable of retaining her urine, yet no one ex- 
celled her in her accustomed duties as a maid servant, 
neither putting off strenuous affairs to some other time 
nor putting her labors upon her sturdier employer. 
Having no presentment of anything evil, at the hour 
that the cock crows, she thought herself unable to 
stand firmly on her left foot. Her whole left side be- 
came deprived of motion and sensation, her lips were 
twisted, her maxilla deviated to the right. As soon as 
she was able she spoke intelligently: indeed, only a 
short time after her very desperate state.’ She then 
lapsed into a delirium of several days and complained 
of the most raging pain in the top of her head and the 
right eye pained most intensely, as though it were being 
avulsed from the orbit. ‘On February 1, 1668, at the 
request of the illustrious Anna Magdalene, the Countess 
of Furstenburg, I was called to see the girl. Eight 
weeks after her hemiplegic ictus she was still fat and 
of good color, her mouth was no longer distorted and 
she spoke sensibly and quickly. She was no longer 
harassed by the intense headache. Although unable to 
move her left arm spontaneously, when one or other 
of her digits was forcibly flexed and compressed by me 
against the palm, she withdrew her arm a very little 
distance towards her. She was unable to move her 
left foot. At that time, however, her left arm and leg 
were often flung up in a convulsive movement.’ Power 
gradually returned to her hemiplegic limbs, but six 
months later headache and giddiness returned. Grad- 
ual failure, with amenorrhea, followed, and eighteen 
months after the onset of her illness she grew delirious 
for many days, but just before her death she became 
rational. Always, even to her last breath, she saw and 
heard accurately. On March 24, 1669, she died. ‘By 
entreaty and money, I obtained the opening of the 
cadaver on March 25.’ He found a cystic degenerating 
tumor of the posterior part of the corpus callosum, ex- 
tending into the right lateral ventricle and the right in- 
ternal capsule.” 


Headache is a prominent symptom in tumors 
of the brain. Sachs? says that no single symp- 
tom occurs more frequently. In a series of 25 
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frontal lobe tumors, he* found it present in 19. 
Kolodny* reports headache in 26 of a series of 
30 frontal lobe tumors and the first symptom 
in 16; of 38 temporal lobe tumors,> headache 
was present in all. Kubitschek® reports headache 
present in 21 of 22 frontal tumors and the first 
symptom in 14, Reviewing occipital tumors, 
Allen? found headache present in 95 per cent 
and the first symptom in 35 per cent. In 
Dowman and Smith’s® series of 100 verified tu- 
mors situated throughout the brain, headache 
was present in 81 and it was the first symptom 
in 37. Headache has been considered relatively 
rare in tumors of the corpus callosum, yet in a 
series of 14 such tumors reported by Ironside 
and Guttmacher,’ headache was present in 13. 
In tumors of the pineal body, corpora quad- 
rigemina and third ventricle reported by Glaser” 
headache was the initial symptom in all, as 
might be expected from their anatomical rela- 
tions. In tumors of the posterior fossa it is an 
early and violent symptom. 

It is perhaps safe to assert that 95 per cent 
of all patients with tumor will experience head- 
ache at some time during the course of the dis- 
ease, and in many the headache will be the 
first symptom. This statement holds true for 
any space-encroaching mass, be it neoplasm or 
otherwise. The fact that some few cases en- 
tirely escape headache is not readily explained. 

Although in children the majority of brain tu- 
mors occur in the posterior fossa, a surprisingly 
large number may fail to suffer from headache.!° 

The headaches are frequently accompanied by 
nausea and vomiting, or vomiting without nau- 
sea, and even hallucinations, and it is striking 
that when the headaches are worse other symp- 
toms are apt to be increased. There is no real 
type of brain tumor headache. The pain is de- 
scribed as infinite in variety: burning, boring, 
throbbing, stabbing, pressing, constricting, and 
so on. Headaches appear early in the disease 
and for a long time may be separated by in- 
tervals of weeks or months, the spells lasting 
for days. However, they gradually increase in 
both frequency and severity, and may eventually 
become of daily occurrence. They tend to occur 
early in the morning, sometimes waking pa- 
tients from sleep, and to wear off as the day 
advances. They are increased by jarring, 
coughing, sneezing, and straining at stool. Be- 


cause of this last, there may be marked consti-| 


pation, especially in children, as the sufferers 
have learned by experience that the act of defe- 
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cation may be accompanied by severe head 
Pains. 

The mechanism of headache in cases of brain 
tumor is not exactly clear. It may be said to 
be due to increase in intracranial pressure, but 
this brings us no nearer to the actual cause. We 
know that in general the early appearance of 
headache, its intensity and its persistence, seem 
to go hand in hand with the onset and the rise 
in intracranial pressure. This is strikingly 
shown by tumors so situated as to interfere with 
the outflow of cerebrospinal fluid from the ven- 
tricular system, notably those of the posterior 
fossa and the brain stem, which, of course, in- 
crease intraventricular pressure. Common opin- 
ion is that they are due to stretching of the 
dura, even though the dura is insensible to ordi- 
nary painful stimuli. We know the intestines 
are also insensitive to such stimuli, but traction 
on the mesentery is very painful. We com- 
monly see headache relieved by the reduction 
of pressure, through spinal or ventricular tap, 
and the relief of headache after opening the 
dura in decompressive operations is, at times, 
little short of miraculous. 


It is notable that headaches in tumors of the 
posterior fossa, which produce marked hydro- 
cephalus, show no remission. Dowman and 
Smith® observed that “cessation of headaches 
never occurred in cerebellar cases.” 


Kolodny® says: 


“The anatomical basis of headaches in raised intra- 
cranial pressure remains obscure: the widely accepted 
view that the nerves of the dura mater are responsible 
for it, if it holds true at all, is hardly sufficient to ex- 
plain the early morning exacerbations. It is in the 
early hours of the morning that the formation of 
cerebrospinal fluid is at its highest and the early morn- 
ing headaches may be immediately relieved by a ven- 
tricular tap. The not unusual complaint of the pa- 
tients that the headache comes from the back of the 
head, pushes forward, and rests with unusual force 
against the forehead and behind the eyes would tend 
to suggest their origin within the ventricular system, 
possibly in the choroid plexus.” 


Granting all this, we still have to consider the 
question of tension on the dura, for even if the 
cerebrospinal fluid is at its peak of formation, 
and so results in ventricular distention in early 
morning, this same distention would tighten the 
dura and ventricular tap would relieve the pres- 
sure. 

Sachs? points out that tumors of the posterior 
fossa drag or press on the fifth pair of cranial 
nerves and the symptoms are referred to the 
terminations of these nerves. This would ex- 
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plain the pain about the eyes. Also, when an 
operation under local anesthesia is carried out 
in the posterior fossa, the patient invariably 
complains of supraorbital pain. 

One of the cases of Dowman and Smith’s® series 
“complained of terrific sharp pains of momentary dura- 
tion. A change of position would frequently bring 
them on. A psammoma of the right choroid plexus was 
found at operation. The tumor had a pedicle which 
permitted it to change its position.” They “believed 
that a change in posture would cause the tumor to lie 
on the intraventricular foramen, thereby producing an 


acute hydrocephalus. The pain disappeared following 
removal of the tumor.” 


Occasional cases occur in which there is never 
any headache. This is particularly true in cases 
where the tumor is so situated as to fail to ob- 
struct the outflow of cerebrospinal fluid from 
the ventricular. system, as in Allen’s series of 
occipital lobe tumors and in those infiltrating 
growths which replace rather than displace brain 
tissue. Yet, when these cases are operated upon 
the dura is frequently found very tense and the 
brain is swollen. 


At the present time, the weight of evidence 
is in favor of dural tension as the causative 
factor in headaches of increased intracranial 
pressure, although isolated cases prevent its be- 
ing accepted as adequately explaining all cases, 
or being the only cause. 


Headache cannot be depended upon for lo- 
calizing value. Foster Kennedy," in 1911, said 
in connection with a series of temporal lobe tu- 
mors: 


“Headache was present in all. 
stant. It occurred at irregular and often long inter- 
vals. It was usually spoken of as coming in bouts, 
synchronous in many cases with nausea and vomiting. 
In one respect, however, it was of uniform character. 
As regards localizing value, it was little more than 
useless. In no case was pain referred to the temporal 
region and only in cases 14 and 5 was it more fre- 
quently felt on the same side as the tumor.” 

Patients will generally call any head pain a 
headache, and it should be borne in mind that 
occasionally there occur sharp localizing pains 
which may be directly over the site of the tu- 
mor, if the tumor is very superficial or involves 
the overlying bone. In such cases, palpation 
and percussion may be of value. 

Kolodny* found headache helpful in 5 of 30 cases of 
frontal lobe tumor and considers its “diagnostic value 
now unjustly underestimated.” In his temporal lobe 
series of 38 cases he> found pain or local tenderness in 
10: 8 on the side of the tumor and 2 opposite. In one 
of the last 2, the tumor involved the thalamus and 
produced contra-lateral pain, and the other tumor caused 


left hydrocephalus with pain over the left frontal region 
and left frontal headache. 


It was rarely con- 
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Pain may occur in the distribution of the 
fifth nerve in tumors involving the Gasserian 
ganglion, directly or by pressure or traction. In 
22 frontal lobe tumors Kubitschek® found local- 
ized headache in 11, but in only two was it at 
the site of the lesion. 


In lesions of the posterior fossa, suboccipital 
pain is common, but so is frontal headache, and 
frontal lesions are notorious for simulating those 
of the posterior fossa in localization of headache 
as well as other symptoms and signs. 


In conclusion, we may ask if headache of 
brain tumor can be differentiated from headache 
due to other causes. The answer unfortunately 
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INDOLIC AUTOINTOXICATION* 


By J. Russert VERBRYCKE, Jr., M.D., 
Washington, D. C. 


The Chairman of the Section on Medicine sug- 
gested that I take as my subject “The colon as 
a source of infection or intoxication.” He said: 
“T doubt that anyone really knows much about 
it, but we see too many therapeutic miscarriages 
from an over-emphasis of the role of the colon 
and an under-emphasis of its part in exciting 
reflex disturbances.” 

I rather feel that Dr. Houston does not think 
highly of the diagnosis “autointoxication,” and 
that he surmised that the present paper would 
be iconoclastic. In the hope that I, admittedly 
a believer that there is such a very real condi- 
tion, may convert some of you with different 


*Read in Section on Medicine, Southern Medical Association, 
bp en Annual Meeting, New Orleans, Louisiana, November 
18-20, 1931. 
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views, the subject will be considered under sev- 
eral headings. (1) Is there such a thing as 
autointoxication? (2) If so, what are its ef- 
fects? (3) What are the factors in its produc- 
tion? (4) Specifically, what is the relationship 
of constipation? (5) What can be done by 
treatment (a) dietary, (b) by bacterial agents, 
and (c) by chemical means? 


IS THERE AN ENTITY AUTOINTOXICATION? 


By the term autointoxication we mean intes- 
tinal intoxication and eliminate infections of the 
bowel wall with possible absorption of bacterial 
endo or ectotoxins. We refer only to the ab- 
sorption by the intestinal mucosa of chemical 
poisons, produced within the lumen of the bowel, 
by bacterial action on food remnants or body se- 
cretions. Further, the discussion will be limited 
to those cases showing indican in the urine, so- 
called indolic autointoxication. 

There are two views, some maintaining that 
indicanuria is an unimportant finding, while 
others believe that indol, the precursor of indi- 
can, is always formed more or less proportion- 
ately with the other products of protein decom- 
position, many of which are decidedly toxic. 

In Baltimore, in 1916, I presented a study 
of indicanuria with an analysis of 100 consecu- 
tive cases. In the intervening 15 years this 
experience has been multiplied many times over 
and yet my views have only been strengthened 
thereby, although some fairly intensive bacterial 
study has failed to explain many things. 


Study of hundreds of patients with indicanuria 
reveals the fact that in only 5 per cent are some 
or all of the symptoms to be mentioned later 
not present. These symptoms are in order of 
frequency: (1) fatiguability, with its attendant 
lack of energy and malaise; (2) dizziness; (3) 
headache, either of the dull type, neuralgic or 
migrainous; (4) various other effects on the 
nervous or muscular system. 

In so-called “biliousness” indican is usually 
found in marked excess during the attack, dis- 
appearing or becoming slight afterward. 

There are many patients who can tell them- 
selves when they have indican and they will 
come with the statement that the poison in the 
urine has returned. Examination will usually 
show that they are correct. 

The toxic symptoms are not characteristic 
alone of this particular form of poisoning, but 
the occurrence of the symptoms at the same 
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time that the urine shows indican is very defi- 
nite. 


To the above clinical evidence we may add 
support by repeating the famous experiment of 
Herter with the monkey, who could be made 
indicanuric at will by changing the diet, during 
which spells he would become morose, clawing 
at the bars of his cage and becoming in every 
way the opposite of the playful, good feeling 
animal that he was when the putrefaction was 
not present. 


EFFECTS OF AUTOINTOXICATION 


If we conclude that the evidence cited above 
is proof of the condition, we may be permitted 
to form some idea of the character of the poisons. 
They evidently act very quickly and are elimi- 
nated quickly, as improvement in symptoms can 
sometimes be noted after an irrigation, within 
a few minutes. As had been said, indican may 
be found either continuously or intermittently. 
When it is intermittent the results are much 
more acute and severe, resulting at times in so- 
called bilious attacks, again in migraine, or 
marked vertigo or simply in a deadening feel- 
ing of malaise. I myself once had plus two in- 
dican for two days before discovering the cause 
of my bad feelings, and I commented upon the 
fact that I would almost as soon not live as to 
feel like that all the time. 


When indican is persistently present one may 
not feel so badly all of the time, as a high degree 
of tolerance is acquired. This may explain some 
of the cases in which no apparent symptoms can 
be elicited. Some years ago I had a patient, a 
man who had a very responsible position as a 
member of the railway adjustment board. He 
was a man of rather stolid and slow mentality, 
but whose final judgment must have been good 
to enable him to keep such a position. He 
showed the maximum amount of indican day 
after day. Close questioning could bring out no 
effect of which he was conscious. However, 
after a considerable time, the indican disap- 
peared and he then volunteered the following 
interesting information. He said: 

“T feel as if some cloud of which I had not been 
conscious had been lifted from my mind so that every- 
thing seems so much clearer. Even my colleagues have 
noticed this. Yesterday a letter was presented to the 
board, and while they were discussing it I said, ‘Gen- 
tlemen, the gist of the matter is this’, and then ex- 


plained it. They all looked at me and said, ‘B, what 
in the world have you been doing with yourself ?’” 
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FACTORS IN THE PRODUCTION OF 
AUTOINTOXICATION 


The production of indolic autointoxication is 
a very complicated matter and one which must 
be shrouded with much which is at present un- 
explainable. We know that poisons are pro- 
duced by the decomposition of protein by putre- 
factive bacteria. Usually this material is sup- 
plied by partially digested bits of protein food, 
but in a well marked and persistent case indican 
can be produced continuously by the decompo- 
sition of the intestinal secretions themselves. 


Study of the intestinal bacteria fails to show 
any characteristic of pathognomonic flora. We 
know that the B. bifidus, the normal inhabitant 
of the nursling’s bowel, is replaced at the time 
of weaning by 90 per cent B. coli, with the re- 
maining 10 per cent consisting of various and 
usually changing varieties of organisms, which 
condition remains during health through the life 
of the individual. The B. coli under normal 
conditions is not only harmless, but is probably 
even a beneficent inhabitant. Its predilection is 
probably the splitting of carbohydrates and not 
proteins. 

We know from feeding experiments, which 
have been done on animals as well as healthy 
medical students, that the intestinal flora can be 
changed rapidly and at will by the diet. How- 
ever, when one attempts to duplicate these re- 
sults in the individual with a persistent putre- 
factive flora he is doomed to disappointment. 
There is a marked difference in the conditions 
of health and disease. Here we are compelled 
to theorize as to the possible cause and I have 
developed a theory to explain the persistence of 
changed bacterial activity. 

I believe putrefaction to be initiated by some 
primarily putrefactive bacteria which have ob- 
tained the upper hand and that in some in- 
stances these bacteria multiply at the expense 
of the normal inhabitants, while in others they 
cause the desertion of the defenders to their 
ranks, so that a normal vegetarian B. coli be- 
comes a meat eater. Because of the rapidity 
of bacterial propagation I believe that in time 
the new cultural characteristics become so fixed, 
through generation after generation living upon 
protein, that nothing short of some profound 
cataclism can change the tendencies. The prac- 
tical application of this theory will be discussed 
under the treatment. 

There are, however, factors which have to do 
with the production of indican which cannot 
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be explained on any known hypothesis, notably 
the effects of fatigue and the emotions. Clini- 
cally, we know that the nervous system plays 
a very important part in determining the intesti- 
nal processes. Indicanuria is much more preva- 
lent in the spring and early summer when the 
individual is tired, and before a vacation. 


I remember the instance of the most marked and 
persistent case I ever saw, the head of a large news- 
paper bureau. For 12 years he had known that he 
was never free from plus 4 (the maximum) indican. 
During this time he had consulted gastro-enterologists 
in many of the larger eastern cities without result. 
After some weeks of treatment, during which I finally 
got his diet down to rice and buttermilk, with daily 
irrigations of the colon, there was no change in the 
indican output. Then, because he had not had a real 
vacation in many years, I sent him to the Maine woods 
without restrictions as to diet and without medication. 
After six weeks he returned, after eating half cooked 
bacon over the campfire, and anything else that he 
wished, absolutely indican-free and there was no return 
for many months. 


To show the effects of anxiety, even anxiety over the 
condition itself, I will relate the case of a lawyer who 
had a moderate amount of indolic autointoxication. 
His office was near mine and he would come in daily 
for a test, always coming in the laboratory and watch- 
ing it made, and always with the same result. Finally, 
one day I decided to try an experiment. I left out the 
oxidizing drops with the resultant white instead of blue 
color. He gave a great sigh and said, “Oh, Doctor, I 
am so relieved. I had begun to think that I would 
never get rid of it.” After he had gone the test was 
repeated with the usual result, but the next day when 
he returned it was really negative. Fear may have the 
same result. 


A girl came from Kentucky, a considerable distance. 
When she presented she had, among some other func- 
tional disturbances, plus three indican. It disappeared 
rather easily under treatment. Before her return home 
she was taught the test, with instructions to test at any 
time that she might have feelings suggestive of the 
condition, but in any event once a week for a long 
time. Very shortly after going back to Kentucky the 
indican returned. She could not get rid of it, became 
panicky, fearing that she would never be able to con- 
quer it by herself, so that she made the long trip back 
to Washington, only to have it disappear within two 
days after confidence was restored. 

Time does not permit of a consideration of 
many other interesting experiences, happenings 
which cannot be explained on any theory, so 
that we will pass on to the next question. 


THE RELATIONSHIP OF CONSTIPATION 


In general it may be said that constipation 
and autointoxication are independent of each 
other. While the two are often co-existent, the 
greatest amount of absorption occurs when the 
contents of the bowel are liquid as in diarrhea. 
It is conceivable that constipation in the distal 
colon with backing up of the liquid contents in 
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a dilated cecum could make for more autoin- 
toxication and this would certainly result if the 
ileocecal valve were incompetent. I have never 
seen ileocecal incompetence demonstrated by 
x-ray without a marked indicanuria. 

Many times the bowels may be perfectly reg- 
ular and apparently normal in character and yet 
marked autointoxication may be present. On 
the other hand, constipation per se is usually 
harmless except for the mechanical discomfort 
which it may induce. Pressure in the rectum 
can, however, produce some of the same symp- 
toms which are found in absorption, as has been 
proven by experimental plugging with tampons. 
We cannot explain the many cases of diarrhea 
unaccompanied by evidence of toxic absorption 
except to believe that in these cases there is no 
undue decomposition. 


TREATMENT OF AUTOINTOXICATION 


Specific attempts to overcome putrefactive 
autointoxication may be divided into three 
groups: (a) dietary, (b) bacterial, and (c) 
chemical means. 

As has already been mentioned, dietary meth- 
ods in themselves are absolutely inadequate in 
modifying fixed pathologic intestinal flora. 
Lactose may be given to the point of absolute 
intolerance without the least effect on the pro- 
duction of indican. But it is wise to have the 
protein reduced in the dietary, even though this 
is not in itself curative. 

Bacterial methods have been tried for years. 
The Bulgarian bacillus has come and gone. 
During its stay it had nearly as great a vogue 
as its successor, the acidophilus which is at pres- 
ent having its fling. My own experience with 
acidophilus is that it is just as valueless as is 
the bulgaricus. Years ago, before commercial- 
ization and before the fad, we experimented 
with this organism, having to grow it our- 
selves. Since that time we have run several se- 
ries of patients on acidophilus treatment with 
negative clinical results. This practical experi- 
ence is. what one would expect on theoretical 
grounds when he stops to think that there are 
comparatively few of these bacilli in the normal 
intestinal flora and that attempts to plant them 
in great numbers in the intestine is not only not 
usually successful, but is even undesirable, since 
it does not approximate normal conditions. 


The most rational and satisfactory bacterial 
treatment which we have ever used was one, of 
some years ago, of direct instillation through 
a tube into the colon of tremendous numbers 
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of carbohydrate fed B. coli suspended in a solu- 
tion of lactose. It was a logical treatment and 
endeavored to restore normal conditions, but it 
was expensive and time-consuming, and there 
were enough failures to make it impractical. So 
in spite of some excellent results this method 
went into the discard. 


The third method of treatment is that by 
chemical antiseptics. Years ago we had salol, 
the sulpho-carbolates, beta napthol and others. 
Any amount sufficient to have sterilized the 
bowel would have killed the patient, so that 
they were impractical. For years I have dreamed 
of an antiseptic potent enough to kill intestinal 
bacteria but harmless to the host because of be- 
ing insoluble. About 1915 dihydroxyphenol ap- 
peared under the name of trimethol. It had a 
carbolic coefficient of 40 and was not toxic. In 
our experiments stools of patients taking the 
drug failed to give any growth in broth. With 
the War and the inability to get some of the 
ingredients used in its manufacture, it went off 
the market, never to reappear. 


Lately, dihydranol, 2-4 dihydroxyphenyl 
n-heptane, has been developed by one of 
our large drug manufacturers. It is claimed 
for it that it has a very high carbolic coefficient 
and that it is soluble only in vegetable oils. Its 
sponsors claim that complete disappearance of 
putrefactive organisms occurred in from several 
days to forty days and that subsequent tests 
showed no return of the pathologic flora for 
months after the treatment was stopped. 


My experience with dihydranol is so far fairly 
limited, but it is encouraging. Indican does not 
always disappear at once as would be the case 
if anything like complete bowel sterilization 
were accomplished. But good results have finally 
been obtained in some cases which had resisted 
all other treatment and to date there has been 
no case where the indican disappeared that it 
has returned. Some absorption of the drug must 
occur, as a peculiar pinkish color appears in the 
indican test somewhat similar to that in a pa- 
tient taking iodide. I have never seen any 
toxic symptoms from the drug. Dihydranol has 


the disadvantages of being quite expensive. 

In closing, I may sum up my views by say- 
ing: 

(1) I believe that indolic autointoxication is 
a very real entity with marked symptoms, but 
that not all that is attributed to 
rightly admitted. 


it can be 
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dependent of constipation. 


(3) Methods of changing intestinal flora 
vary markedly in their results in health and 
disease. 


(4) Diet alone is ineffectual. 


(5) Acidophilus treatment is absolutely use- 
less. 


(6) Ultimate treatment will probably be 
found in some non-soluble, non-toxic germicide 
powerful enough completely to sterilize the di- 
gestive tract which will again become populated 
with normal, beneficent organisms. 


The Rochambeau 


DISCUSSION (Abstract) 


Dr. Allan Eustis, New Orleans, La—I must take issue 
with the essayist on the title of his paper. 

For years I have felt that the term autointoxication 
is too broad, and we have no right to say that the 
condition comes from the intestinal canal alone. Uremia 
is just as much autointoxication as are any of the 
conditions arising from adverse situations in the in- 
testinal tract. So, I think it is far more rational to 
designate the term as intestinal toxemia. Further, we 
have no right to say indol-autointoxication, because to 
do so would leave out of consideration a number of 
other elements which may bring about a condition of 
autointoxication. There are several of the amino acids 
which have the general formula NHeCOeH, which, 
freed of their carbonic dioxide, form a corresponding 
amine. So that, indol is only one of the many, and in 
my experience, is one of the least toxic of these amines. 

Another point we ought to remember, and one which 
has thrown discredit on the whole question, is that 
these toxins are broken up and rendered inert by the 
normal liver. The liver can oxidize indol to indoxyl, 
combining it with potassium and sulphuric acid, and 
rendering it harmless. It is then excreted under the 
term indican. So, we find individuals with large 
amounts of indican day after day and year after year 
without any symptoms at all because the liver is able 
to render those poisons coming through it inert. 


Dr. Dale, working in London, has perfused solutions 
of tyramine through the liver of a dog. He has thus 
been able to prove that the liver breaks up the tryamine 
into urea and paraoxyphenylacetic acid. 

I have been able to prove that the liver of the turkey 
buzzard breaks up histamine and renders it inert. 

We must consider the liver in these individuals, of 
whom the essayist speaks. I agree absolutely with 
the essayist that there are a large number of individuals 
who have vague neurasthenic symptoms who are re- 
lieved by treating their intestinal toxemia, and many 
of these patients are better for psychological therapy. 

Instead of throwing the whole question of intestinal 
toxemia overboard and saying there is nothing to it, 
we should take it into consideration with all the other 
conditions of the patient. The dry coated tongue observed 
in most cases of typhoid fever is not a symptom of 
typhoid fever, but it is a symptom of intestinal toxemia 
in a typhoid patient. If intestinal toxemia is overcome, 
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the typhoid patient will have a c'ean moist tongue. 
This also obtains in other milder morbid conditions. 


Another interesting phase of intestinal toxemia is in 
those patients with known diseases of the liver, as, for 
instance, the fatal hepatitis following cholecystectomy, 
These patients die from intestinal poisoning because 
the liver is so damaged that it cannot oxidize indol to 
indican, or detoxicate the other poisons absorbing from 
the intestinal canal. The patient is in a condition 
similar to a dog with an Eck’s fistula, that is, an 
anastomosis between the portal vein and vena cava. 
I have seen several such cases. 


The essayist spoke of the use of intestinal antisep- 
tics. For years I have tried to find an_ intestinal 
antiseptic, but I have never been able to find one that 
could be given in such strength as to influence the 
intestinal flora and be at the same time harmless to the 
individual. I carried on investigations with 2-4 dihy- 
droxyphenyl n-heptane, or dihydranol, for a period of 
six months. 


I never published a report of my studies, but will 
state that the results were disappointing. I cannot 
say that I found the results from the use of dihydranol 
any better than those obtained by a dietetic regime. 

A diagnosis of intestinal toxemia is not sufficient. 
What is the cause of intestinal toxemia? There is 
some cause for every case of intestinal toxemia. I do 
not mean that an individual with indicanuria is neces- 
sarily a case of intestinal toxemia. There are many of 
them that I pay no attention to at all. If there is 
a congested liver, the usual hygienic treatment is all 
that is required. If, however, the liver is kept below 
par by chronic gall-bladder disease, surgery is indicated; 
likewise, if a chronic appendicitis is causing marked 
terminal ileal stasis. Therefore, the cause of the in- 
testinal toxemia must be determined in order that 
relief may be obtained. 


Dr. Charles T. Stone, Galveston, Texas—Dr. Ver- 
brycke has given an interesting presentation of his views 
on indolic autointoxication, a subject about which 
wide differences of opinion exist. The question of in- 
testinal autointoxication has a wide popular appeal, 
but our profession is rather hopelessly divided in 
spoken and written expressions about it. I imagine 
most of us have passed through at least two and possi- 
bly three stages of thought as applied to this condition. 

First, there is a period of over-enthusiasm resulting 
from Metchnikoff’s teachings as presented in his book, 
“The Prolongation of Life,” concerning the relation of 
autointoxication to the general well-being of man, and 
its influence on arteriosclerosis, senility and sexual vi- 
rility. These ideas were soon discarded because his 
conclusions had but slight experimental evidence to sup- 
port them. Then came the second period or stage of 
evolution in feeling with regard to the whole. subject, 
namely, a serious doubt as to whether autointoxication 
existed at all. This was given considerable weight 
when Alvarez showed how the symptoms could be re- 
produced by reflex causes, as when the rectum wa3 
packed with cotton. 


Again the pendulum is swinging, and many believe 
that a true condition of autointoxication is a reality. 
I have the feeling that this is the case, although I con- 
fess that the belief is based largely on analogies and on 
indirect evidence, and on very little experimental data. 

A similar condition, uremia, we readily admit to be 
true autointoxication, yet few profess to know the actual 
and complete mechanism involved in its production. 
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Similarly, intestinal autointoxication may exist, but per- 
sonally I do not feel certain of the substances involved 
in its etiology. 

Urinary indican, in addition to having a possible en- 
dogenous origin, is a detoxication product of indole and 
skatole, which in turn are produced in intestinal putre- 
faction of tryptophane, an amino-acid present in most 
proteins. Because of the relative ease with which in- 
dican may be determined in the urine, it is customarily 
used as a measure of the amount of intestinal putre- 
faction, but this is perhaps somewhat unreliable be- 
cause, as Underhill and Simpson have shown, the ten- 
dency to eliminate indican varies marked'y in different 
individuals. Even if the approximate relationship were 
granted, it should be emphasized that in the quantities 
in which they are produced, even in cases with very 
high excretions, indole and skatole cause no unusual 
symptoms. Therefore, in order to explain the subjective 
disorders believed to be caused by autointoxication we 
must look to the effect of other substances produced 
simultaneously with them. The aromatic amino-acids 
yield phenol, cresol, and tyramine. Cadaverine may 
arise from lysine, and putrescine from arginine. Cys- 
’ tine yie'ds ethyl and methyl mercaptans, and histidine 
may give rise to histamine, while from lecithin may 
be formed neurine and muscarine. The sum total of the 
influence of all these bodies may be the answer to the 
question as to the cause of the malaise, dizziness, head- 
aches, and other symptoms of autointoxication, but to 
what extent they act in its causation cannot be stated 
with certainty from the available information. It may 
be also that the urine indican is a fair guide to the rate 
formation of this entire group of products in intestinal 
putrefaction. 

It is certainly true that not all cases of the condition 
are associated with constipation, although I believe the 
majority are. On the other hand, very toxic pe'lagrins 
with a marked diarrhea usually show a high degree of 
indicanuria. 

Dr. Verbrycke’s paper also emphasizes the importance 
of psychic and emotional factors in association with the 
occurrence of large amounts of indican in the urine. 
We all know very well the effect that such factors 
exert upon the gastric secretion and the resulting gas- 
tric symptoms. I suggest that these same factors pos- 
sibly alter the intestinal secretions so as to favor pu- 
trefactive changes, and perhaps to increase the tendency 
to constipation. 

With regard to treatment, my views coincide with 
those expressed in the paper as applied to intestinal 
antiseptics of the usual type, and to bu'garicus and 
acidophilus implantation. With dihydranol I have had 
too little experience to warrant any definite conclusions. 
It is hoped that it will prove to be helpful. In the main 
a low protein diet, but with adequate amounts for the 
maintenance of nitrogen equilibrium, correction of dis- 
orders of intestinal function, (constipation and diar- 
rhea), and the psychotherapeutic management of the 
underlying psychoneurotic state often present, are the 
mainstays in treatment. 


Dr. John L. Kantor, New York City—I have tried to 
link indican with some of my studies on abnormalities 
of the colon, but my efforts have all been rather nega- 
tive in results. For instance, long ago it was claimed 
by some one that where the proteins are not hand!ed 
by the proper digestive process indican is likely to be 
present. That is an easy thing to study because we 
have a check on the urine. 
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A process of stasis in the distal colon is not very 
upsetting to the organs, but stasis in the proximal 
colon might be associated with indicanuria. 

We should look to the duodenum for the site of 
certain disturbances. A little stasis or irritation in the 
upper intestinal tract will cause symptoms while a 
great deal of trouble in) the lower part of the intestinal 
tract does not do it. The duodenum may be the site 
of production of some of these gases. 

I am sure that every one realizes that a study of the 
toxemia as well as the indicanuria may give facts of 
importance. 


Dr. Verbrycke (closing).—I stated that this paper 
had to do with only ona kind of autointoxication; that 
is, what I was pleased to call indolic autointoxication. 
There are many kinds of autointoxication. 

I agree with Dr. Kantor that the intoxication due 
to duodenal stasis is very important. I have previously 
called attention to that particular toxicity. 

I do not want it thought I am an enthusiast, cer- 
tainly not an enthusiast for dihydranol, but I believe 
that some of these days we shall have a therapeutic 
agent which will carry out the claims made for dihy- 
dranol, which has been-disappointing to me in some 
respects, but in some respects a little encouraging. 

Indican is not an ideal index of intestinal intoxication, 
but we have no better at the present time. To show 
you that there is a syndrome associated with indica- 
nuria, while I would not wish it on you, for very long, 
I should like for you to have it just a little while, to 
see how you feel. 

I am a litt'e enthusiastic about my theory of the 
fixation of bacterial characteristics by their living on 
the same sort of food through generation after genera- 
tion, which makes it impossible for slight things to 
disturb the fixation. 


ANOREXIA: A DAILY CLINICAL 
PROBLEM* 


By WarREN QUILLIAN, M.D., 
Miami, Fla. 


During the past few years it has been my 
observation that there is an increasing incidence 
of anorexia among children. Many of these chil- 
dren are apparently well otherwise. One thou- 
sand consecutive case records from private prac- 
tice were reviewed for the purpose of determin- 
ing the incidence of this complaint as a leading 
symptom in our routine case histories and to 
seek the etiologic factors responsible for the 
loss of appetite. In 153 of the thousand charts 
consulted, anorexia was recorded as the chief 
complaint. Letters were written to 25 pedia- 
tricians, located in representative cities of the 
South, to determine whether this problem is 


*Read in Section on Pediatrics, Southern Medical Association, 
Twenty-Fifth Annual Meeting, New Orleans, Louisiana, Novem- 
ber 18-20, 1931. 
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more prevalent in southern Florida than else- 
where. Three questions were asked in these 
letters: 


(1) What is the approximate incidence of anorexia 
among children in your private practice? In your 
clinic or institutional work ? 


(2) How many of these children are ill physically 
with focal infections or constitutional disease? How 
many are so called problem children? 


(3) What is your general method of handling these 
patients and their parents? 
Nineteen replies were received. 


I wish to thank these gentlemen for their gen- 
erous help and interest in the preparation of 
this paper. A more detailed account of their 
experience will be mentioned later. It seemed 
logical to include in this study only the patients 
seen at the office or in the home, because the 
problem of anorexia is not a major one in our 
institutions and child welfare homes of Dade 
County. 


Carlson,' in an exhaustive study, has demon- 
strated a definite differentiation between hunger 
and appetite. The sensation of hunger is in- 
itiated by a series of uncomfortable contractions 
of the stomach. The ingestion of food nor- 
mally produces immediate relaxation of these 
powerful hunger contractions, but psychic stim- 
uli are still active. Appetite is associated with 
previous sensations of taste and smell of food. 
Then memory or stimulation of palatable food 
may increase appetite while at the same time 
hunger is satisfied. 

The developing child has become the object 
of intensive research. Much has been learned; 
much remains to be learned. Improved stand- 
ards of health of the American boy and girl are 
the results of this research. But there has been 
an increasing and regrettable tendency toward 
mathematical standardization. No two children 
present identical problems. Therefore, it is im- 
possible to make all children of a given age or 
a given height conform to the same standard of 
weight or nutrition, without taking into consid- 
eration such pertinent factors as heredity or en- 
vironment. Royster,? in discussing pediatric 
problems, asks: What is normal growth and de- 
velopment? How far can a child deviate and 
not become abnormal? In this discussion, con- 
sideration is not given to borderline cases in 
which there is a temporary cessation of appe- 
tite. Every child represents a distinct clinical 
problem in which the anorexia is the chief source 
of concern to the parents. 
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The accompanying tables indicate the essen- 
tial information obtained from a review of 153 
cases classified as types of anorexia. These 
cases represent an occurrence of 15.3 per cent 
among 1,000 cases studied. No child was con- 
sidered undernourished whose weight was not 
definitely 7 per cent or more under the average 
weight-height ratio standard followed.® Ages 
ranged from one month to twelve years. Sex 
distribution was about evenly divided: 47 per 
cent boys and 53 per cent girls. Twelve of the 
children were under six months of age. Of 
these, only two were breast fed entirely. Of 
the other ten, three were receiving simple modi- 
fications of cow’s milk; the remaining seven were 
getting proprietary foods. 


Table 1 


SUMMARY OF AGE INCIDENCE OF 153 CHILDREN WITH 
ANOREXIA AS THE CHIEF COMPLAINT 


Age Number Per Cent 
Under 2 years 25 16.3 
Two to 6 years 72 47.1 
Six to 12 years 56 36.6 


Table 2 represents replies from 19 pediatri- 
cians in an area embracing the following states: 
Georgia, South Carolina, North Carolina, Ala- 
bama, Florida. Results of their investigation 
approximated those obtained in southern Flor- 
ida. 


Tab'e 2 


SUMMARY OF INCIDENCE OF ANOREXIA AS COMPILED 
FROM DATA OBTAINED FROM 19 SOUTHERN 


PEDIATRICIANS 
Per Cent 
Private practice 12 
Clinic or institutional work 11 


Anorexia for which some pathologic basis is found 26 
So-called problem children 48 


The chief contrast between these figures and 
those obtained from the south Florida study lies 
in the relatively higher incidence of anorexia 
among patients seen in clinic or hospital prac- 
tice. 


The problem of getting the child to eat his 
food is a general one in this area. Clifford 
Sweet? says there are three reasons why a child 
will not eat: 


(1) He is sick. 

(2) He is not hungry at that particular meal time. 
Every individual varies in his rate of absorption of 
food, and this rate varies from time to time in the 
same individual. 

(3) “By not eating, he gets something which he wants 
more than food, the undivided, solicitous attention of 
every adult around him.” 
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In this series of cases an attempt was made 
to classify the etiologic factors more specifically 
as shown in Table 3. 


Table 3 
ETIOLOGY OF ANOREXIA AMONG 153 CHILDREN 
Number Per Cent 


Malnutrition 7 4. 
Focal infections: tonsils, adenoids, etc. 20 13.0 
Metabolic disorders 2 1.5 
Intestinal toxemia, constipation, etc. 10 6.5 
Psychic (no demonstrable physical disability) 75 50.0 
Associated with acute infectious diseases 39 25.0 


The 50 per cent constituting the psychic group 
presents the major and the most difficult prob- 
lem. A willingness to eat makes possible a bet- 
ter digestion of food, as it creates a mental en- 
vironment in which there is less tension and 
strain.® The converse of this statement is equally 
true. With the modern trend toward inflexible 
routine in the management of children, an un- 
favorable mental environment is created for par- 
ent and child, with attendant increasing tension 
and irritability on the part of both. Common 
sense is forgotten. Modern parents possess a 
splendid idealism and a devout purpose in the 
rearing of their young. But this idealism and 
devotion is too frequently disrupted by the in- 
creasing complexity of our modern civilization. 
This is more than compensated by a definite 
increase in knowledge of child welfare by both 
physician and parents. The father and mother 
of today should feel more competent in their 
ability to combat this type of anorexia, which is 
based upon psychological attitude toward food. 

The desire for attention is a universal one 
and may be a constant active need. But the 
need for food is periodic and variable. There 
may exist a resentment for disciplinary measures 
which have interfered with the child’s individual 
freedom. He refuses to eat as an expression of 
his disapproval, and adopts this means of re- 
taliating for fancied injustice. This is followed 
by an ever-increasing anxiety on the part of 
the parent for the child’s welfare, and an ever- 
increasing demand on the part of the child for 
attention. The child then occupies an enviable 
position as recipient of the solicitude and atten- 
tion of the ertire adult household. The reaction 
of the child to this may be a tendency to dawdle 
over his food, negativism or obstinacy, with an 
apparent resultant distaste for food.’ Thus there 
has been innocently established a vicious circle 
of mental habits in parents and child which it 
is impossible to disrupt without complete co- 
operation. The major problem is the education 
of the parent. The responsibility of the parent 
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should cease when proper food is provided in an 
appetizing manner for ingestion; and suitable 
environmental influences are brought into play. 


Frederick Schultz’ has called attention to the 
hyposthenic or asthenic type of child in whom 
chronic anorexia often occurs. Fatigue plays a 
role in establishing faulty habits of eating. 

The method of handling a child with anorexia 
necessarily depends upon the cause of the condi- 
tion. This includes not only a complete and 
careful physical survey, but a thorough discus- 
sion of the problem with the parents. This prob- 
lem demands of the physician the utmost of 
tact, insight, patience and Christian fortitude at 
his command. 

If a pathologic basis for the anorexia exists, 
this must be removed. Physical disability is 
more easily corrected than psychological influ- 
ence or behavior problems. In certain instances 
the family has succeeded in transferring to the 
child such anxiety for his physical well-being 
that he fairly gloats in his role of chief actor in 
the daily drama of food. Here a little whole- 
some neglect may prove beneficial. Rewards, 
bribes or threats are less efficacious than a 
studied indifference as to whether he does or 
does not eat. Success in treatment demands of 
the parents patience, intelligence and a maximum 
amount of firmness. 


Kugelmass and Samuel* have recently de- 
scribed a raw base-forming dietary for these chil- 
dren which has proved to be helpful in reestab- 
lishing a normal appetite. Drugs occupy a minor 
position in therapy except in the relief of as- 
sociated physical disability. Search should be 
made for specific endocrine disturbance. The 
value of adequate daily rest must be impressed 
upon the mother. This does not necessarily 
mean sleep or a nap, but it does imply quiet 
rest, preferably alone. The removal of reflex 
irritation and focal infection is important. Vago- 
tonic irritability can be reduced with the aid of 
atropin and calcium in suitable form. But the 
most valuable aid in the establishment of a 
normal attitude toward food among those chil- 
dren in whom it is impossible to demonstrate 
any pathologic basis is the education of the 
parents and others with whom the child comes 
in contact. Loeber and Weinberger’ have dis- 
cussed the value of gastric analysis and stool ex- 
amination as aids in diagnosis and functional 
treatment of this group of children. 


The responsibility of the physician does not 
cease when he has informed the parents that 


b 
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he finds upon examination no organic defect, 
and that in all probability the child will in some 
mysterious way “outgrow” his lack of appetite. 
Unless the physician shows an active interest in 
the case and makes some effort to help he will 
often find that the parents have drifted later 
into the hands of quacks and charlatans. 


Table 4 records the mode of procedure fol- 
lowed by a representative group of pediatricians 
of the South in the management of anorexia. 


Table 4 


SUMMARY OF METHODS OF HANDLING THESE PA- 
TIENTS. RESPONSES TO QUESTIONNAIRE SENT 
TO 25 SOUTHERN PEDIATRICIANS 


(1) Check up on etiology 

(2) Education of parents 

(3) Adjustment of environment 

(4) Hygienic measures 

(5) Correct constitutional defects 

In Miami are seen children from all sections 

of the country who have been sent there pri- 
marily for the advantages of residence in an 
equable climate during the winter months. 
Among these children the incidence of anorexia 
is high, possibly because they have been the re- 
cipients of a great deal of care and have en- 
joyed the anxiety and solicitous attention of 
many adults. 


CONCLUSIONS 


(1) Anorexia is an important and widely prev- 
alent clinical problem. 


(2) The psychic aspect constitutes the most 
frequent and difficult phase of this problem. 


(3) Education of the parents is an indispensa- 
ble part of proper treatment. 


(4) A complete physical survey in each in- 
stance is necessary to rule out nee basis 
for the anorexia. 


(5) Each case constitutes an individual prob- 
lem and must be solved accordingly. 


No claim for originality is made in the pres- 
entation of this subject. But the prevalence and 
magnitude of this daily clinical problem is the 
justification for its presentation. 
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DISCUSSION (Abstract) 


Dr. James W. Bruce, Louisville, Ky—A leading pedia- 
trician of this country has made the statement within 
the last few years that he paid for his home from 
ancrexia. 

The causes are physical and psychological. The phys- 
ical causes for anorexia are the same as they have been 
all the time: tonsils, chronic infection of any kind, 
tuberculosis, fatigue, are frequent causes. These have 
not increased within the last few years, so far as we 
know. On the other hand, I think we can say the 
psychological causes have increased many fold. Since 
the war the interest in child welfare has increased tre- 
mendously. People are interested in chi'd health, in 
how to feed children, how to educate them, in every- 
thing to promote their welfare. The height-weight 
tables have done a great deal ‘to promote interest 
along this line. Unfortunately, they are used by lay- 
men and many ignorant persons who pay no attention 
to body build and inheritance. They try to make the 
child eat more, which creates a contest between the 
child and the adults of the family. This is the cause 
of a great deal of anorexia with which we come in 
contact. The child does one of three things: he either 
flat'y refuses to eat, or eats so slowly that he gets very 
little down, or he promptly vomits it up. Some chil- 
dren become very expert vomiters. The treatment for 
this condition, I think, is readjustment. In the first 
place, all idea of contest between the parents and the 
child should be removed. They must be put back on a 
friendly basis, so to speak. There should not be more 
than one adult in the room with the child when he is 
eating. That person should be one of rather phleg- 
matic disposition and one of whom the child is fond 
and in whom he has confidence. It is a’so a good 
idea to have one or two children eat lunch with the 
child and let him go to lunch with them sometimes. 
Then have a time limit. Let the child know that after 
twenty to twenty-five minutes the food will be taken 
away, without any discussion. Also let him know that 
food is hard to get, that his father has to work hard 
for it, and that if he does not eat it there are plenty of 
little children who will. 

Then, as to the quality of the food. Of course, we 
have to supply vitamins and minerals and proteins. 
think a great deal of anorexia can be traced to too 
much milk. It is a good thing to leave off the milk 
entirely or at least take off the cream. Cream slows 
the gastric peristalsis. 

Drugs are of little va'ue except to the parents. Cod- 
liver oil is good if the child will take it. Malted foods 
are good, because of their high vitamin B content. 
Iron is helpful, and I think thyroid extract can be used 
in some cases beneficially. 
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Dr. Eugene Rosamond, Memphis, Tenn.—Dr. Quillian’s 
statistics show that 50 per cent of our anorexias are 
due to no demonstrable physical cause and he classes 
these as psychic. 

This psychic group is, of course, the difficult phase 
of this prob'em, involving as it does the problem of 
parenthood and the whole problem of environment. 


We cannot take a child away from his parents, and 
managing spoiled parents is a greater task than manag- 
ing spoiled children. Environment includes more than 
parents and children. Even the cook in the kitchen 
plays a part. This so-called psychic group is of course 
our major problem, so that any discovery of physical 
causes that will lessen this major group simplifies our 
task. 

I believe that a large number of these anorexias now 
grouped as environmental, or psychic cases, are get- 
ting too much milk. Six and six-tenths per cent of all 
the children I see are getting too much milk, and 67.5 
per cent of these children will not eat. Certainly a 
quart of milk a day is too much milk, and certainly 
a quart of milk a day is still considered by everyone 
but the pediatrist as good dietetics. 

I have found this to be such a frequent cause of 
anorexia and such a frequently overlooked cause, that 
I exclude milk for awhile as a therapeutic test. Un- 
doubtedly other physical causes we may yet determine 
will bring the psychic group down to a more hearten- 
ing number. But it will even then outrank all others. 


Perhaps occasional cases in this group may be found 
to be caused by exhausted appetites due to the eternal 
monotony of diet lists. 

After a'l, printed diet slips do smack of “Ladies’ Fire- 
side Journal” advice and lacks much of being a special 
diet by a specialist for a particular child. Canned 
vegetables and canned soups may be insipid. Poor 
cooks may be to blame, and we must be careful to see 
that all these things are not too quickly classified as 
problem cases. 


Dr. Carroll M. Pounders, Oklahoma City, Okla— 

Parents of children of this type are usually worried, 
afraid their children are not going to eat enough, are 
not going to come up to a certain weight for their 
height and age. They have a printed diet list, with so 
much of this and so much of that food that they try to 
get the child to eat. No matter how much he eats, 
they think he ought to eat a little more, and they keep 
after him. We have to handle the mother in the right 
way and make a comp’ete examination of the child. 
Of course, we can look at many children and tell there 
is nothing wrong with them organically, but we have 
to convince not only ourselves but the mother. We 
have to be diplomatic in dealing with this type of 
mother, spend a lot of time and perhaps not tell her 
anything the day she brings the child in, but go over 
him, examine the urine, and examine the stools for 
parasites. Listen to everything the mother has to say. 
These mothers usually have a lot to say. Have the 
child come back another day. That is not quackery, 
but good therapeutics. Unless we can convince the 
mother that we are going into the case just as thor- 
oughly as we know how she is not going to be impressed 
and is not going to do anything we tell her. 
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DENTAL CONDITIONS IN CHILDREN: 
THEIR IMPORTANCE TO 
THE PEDIATRIST* 


By C. B. Bray, D.DS., 
Birmingham, Ala. 


As the title of this paper indicates, it will 
deal with dental conditions found in children, 
which the writer believes will be of interest to 
you as pediatrists. We all know that in the 
past the dentistry of children has not been 
given the amount of serious consideration that 
it deserved. However, in recent years there has 
been an awakening to its importance and it is 
now becoming one of the major specialties of 
dentistry. This has been brought about largely 
by the discovery of the effects of focal infection 
from the teeth and mouth on the body gen- 
erally and the realization that dental infection 
in childhood can be as common and as serious 
as in adult life, in its systemic as well as in its 
local manifestations. 

In a general discussion of this subject it is 
well to remember that the teeth begin to form 
very early in embryonic life. For this reason, 
it is necessary in the prenatal care to begin the 
foundation for building good teeth. Diet, of 
course, is the earliest method of treatment and 
about all that can be done at this stage. How- 
ever, it is important, and upon the obstetrician 
must fall the responsibility of giving proper ad- 
vice as to diet. 

The eruption of the teeth is the next step, 
and in the majority of children the lower cen- 
tral incisors begin to erupt at about the age of 
six months. In some cases they erupt by the 
fourth month, and in others not until the elev- 
enth to fourteenth month. The early or late 
eruption of the teeth in children otherwise nor- 
mal does not imply any abnormality at all. It 
is merely an individual difference and is with- 
out bearing on the quality of the teeth or the 
general health. 

From the beginning of tooth eruption until 
its completion, which usually occurs at the age 
of three years, little attention is usually paid to 
the teeth, either by the dentist or the physi- 
cian, except perhaps to advise the mother re- 
garding thumb-sucking and lip-sucking, habits 


*Read in Section on Pediatrics, Southern Medical Association, 
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which will cause deformities if persisted in. 
However, from the age of three, preferably, and 
certainly from the age of four, the child should 
receive very careful dental attention. He should 
make frequent visits to the dentist, at least every 
three months, for an examination and prophy- 
lactic treatment. By so doing many painful 
and serious conditions can be prevented. 


We must bear in mind that the deciduous teeth 
fill a very definite purpose and, if possible, they 
should be retained and be kept in a healthy 
condition until they are replaced by the perma- 
nent ones. In addition to immediate trouble, 
the future condition of the child’s mouth de- 
pends, to a large extent, upon the care given 
these teeth. It is well to recall that the decid- 
uous teeth have just as long roots as the perma- 
nent ones, and if they are kept in a healthy 
state and free from cavities, the roots will grad- 
ually be absorbed, as the permanent teeth are 
ready to erupt to replace them. However, if 
they become diseased and devitalized, normal 
physiological absorption of the root does not 
occur, and any absorption that occurs is patho- 
logical and due to infection. During the period 
of root absorption the deciduous teeth are not 
very resistant to decay, and the permanent teeth, 
still to an extent in a formative state, are not 
so strong and resistant to caries and infection 
as when their development is complete. Such 
being the case, it is reasonable to believe that 
more care should be given the mouth and teeth 
at this period of life than at any other. How- 
ever, in perhaps the majority of cases the reverse 
is true, and no serious thought is directed to the 
teeth by the dentist or the physician until the 
child complains of toothache. Then the dentist 
will find, instead of a reasonably normal and 
healthy mouth, a mouth containing broken down 
and badly decayed teeth with large cavities full 
of unmasticated food, and often dead and ab- 
scessed teeth with fistulas extending along the 
gum margins, or so-called gum-boils, with free 
pus draining continually into the mouth, some 
to be swallowed and some taken up by the 
blood stream. Can we expect to find a normal, 
healthy child under such conditions? The child 
cannot eat and will not try to do so because it 
hurts to chew; if food is taken, it is not masti- 
cated and is carried into the stomach in a poorly 
digestible form. From blood stream absorption 
from the infected foci around such teeth we 
often find heart disease, pyelitis, rheumatism, 
chorea, and many other systemic diseases. Also 
with such an oral condition, even if he escapes 


serious disease, the child often becomes badly 
handicapped in school, often does not pass his 
grades, becomes listless at play, and generally 
unhappy. 

The writer wishes to impress upon you the 
fact that such conditions can be prevented, and 
should be prevented by early and frequent den- 
tal care, and wishes to urge upon you as pedi- 
atrists the responsibility of advising such a 
course. However, if for any reason early dental 
care has not been obtained and the child has 
not been seen by a dentist until some of the 
conditions mentioned above have already be- 
come established, there is still much that can 
be done. The dead and abscessed teeth should 
be removed, the decayed ones should be cleaned 
and filled, and kept cleaned and properly filled 
until normally replaced by permanent teeth. 


Some believe that extraction of the deciduous 
teeth will cause irregularities of the permanent 
teeth. It sometimes does, as I will show you 
on the screen, but I believe that most of us 
would prefer to produce a slight irregularity of 
the teeth, something that can be corrected by 
mechanical means, rather than risk the produc- 
tion of a serious and permanent heart or kidney 
condition by leaving in the mouth an obvious and 
certain focus of infection. Too often such a 
condition exists and the child is never seen by 
the dentist. The parents are possessed with the 
idea that Nature will make all repairs and ad- 
justments and that the deciduous teeth will be 
lost in a short time, anyway, so why bother to 
care for them? 

You have an excellent opportunity in the 
course of your general physical examinations, to 
observe the condition of the mouth and teeth 
and to overcome this attitude on the part of 
many parents by appropriate advice and educa- 
tion; and, too, from your own standpoint in 
diagnosing disease, you will be neglecting the 
contributing cause of many ailments if you fail 


to take into consideration the oral condition of : 


your patients. This is a very important step 
in the general physical examination of every 
child and the examination of the teeth should 
be painstaking and thorough, and where there 
is any doubt, an x-ray examination should be 
made as well. In this regard it is well to state 
that an x-ray examination alone is not sufficient 
and taken by itself may be misleading. When 
x-ray studies are made, a careful physical exam- 
ination of the teeth and gums should be made 
and the findings of both examinations considered 
in reaching a diagnosis. 
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Another subject to which I wish to refer 
briefly is orthodontia. It is extremely impor- 
tant to recognize at an early age the existence 
of dental irregularities that will require mechan- 
ical correction. It is very important that such 
conditions be corrected, not only from the es- 
thetic standpoint but also because mal-occlusion 
is one of the most frequent causes of caries and 
pyorrhea. Teeth occluding improperly are sub- 
ject to a continual trauma and soon the effects 
will become apparent in the teeth themselves 
and in the peridental tissues. 

Children should be most carefully handled. 
Truthfulness by all means should be followed 
throughout. It is very unwise to be untruthful 
to your little patients or to misrepresent to them 
in any way anything you are doing or are going 
to do for them. Many appointments may be 
spent to good advantage by not doing anything 
for the child except to gain its confidence, and 
I feel that this is just as important to you as 
medical men as it is in dentistry. 

In conclusion, I wish to express my apprecia- 
tion of the privilege of meeting with your Asso- 
ciation, and I again wish to urge upon you the 
importance of dental conditions in children. The 
prophylaxis and treatment of the conditions of 
the teeth themselves are of course largely prob- 
lems for the dentist. However, the proper su- 
pervision of the general health and the advice 
to parents which causes the child to be brought 
to the dentist are subjects in the sphere of the 
pediatrist, and it is often from this standpoint 
especially that I ask your cooperation. 


DISCUSSION (Abstract) 

Dr. L. T. Royster, University, Va.—Most of us neg- 
lect the teeth and mouths of our patients, and still 
more of us do not know the language of dentistry. I 
think child dentistry should be a specialty. 

There are three causes of failure of eruption of teeth: 
familial tendencies, malnutrition, and feeble-mindedness. 
Many times we can tell which is the cause, but fre- 
quently we cannot. The next question is whether food 
or hygiene is more important in preventing decay of 
the teeth. Those of you who heard Dr. Mellanby a 
year ago may feel he is somewhat of a dreamer and 
an idealist. But he showed us irrefutable evidence that 
the state of nutrition does influence teeth after the 
permanent ones are erupted. 


The pediatrician should have this idea, that a tem- 
porary tooth is either good enough to be saved or bad 
enough to be taken out. The dentist today who thinks 
in terms of pediatrics feels that way about it. Of 
course, some defects of occlusion may result, but they 
can be corrected. This is, of course, a great economic 
problem, and there will be a time, perhaps, when or- 
thodontia will be less expensive than it is today. Also, 
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there is a question as to how far tooth infections are 
responsible for some. of the conditions Dr. Bray men- 
tioned. That they do cause trouble there can be no 
doubt. Orthodontia, which I consider one of the most 
important things in child life, is seldom stressed by the 
pediatrician and almost never by the general practi- 
tioner. I hope the day will come when we shall know 
how to prevent malocclusion of the teeth rather than 
how to correct it. We know that faulty habits of 
chewing and faulty habits of swallowing cause maloc- 
clusion. We should take these children to a man verscd 
in orthodontia. 


Dr. D. Lesesne Smith, Spartanburg, S. C—We who 
deal with children should not forget that the teeth can 
cause aS many symptoms as tonsils. The teeth are as 
frequently guilty of a train of secondary symptoms, for 
instance, pyelitis and the other diseases that go with 
the absorption of poisons. Unfortunately, dentists are 
seldom as willing to pull or extract diseased teeth as 
the throat men are to take out tonsils. I find it ex- 
tremely hard sometimes to convince the dentist that 
it is the thing to extract those teeth. Frequently chil- 
dren come from the dentist to me for some trouble 
and I have to send them back either to the same dentist 
or to another for the extraction of diseased teeth. 


Dr. A. A. Walker, Birmingham, Ala——Many years ago 
the late Dr. J. Ross Snyder read a paper before the 
Section on Diseases of Children of the American Medi-- 
cal Association on the importance of attention to the 
temporary teeth when considering diseased conditions 
in children. He was one of the first in this country to 
insist that teeth as well as tonsils should receive con- 
sideration in the practice of pediatrics. It is largely 
due to such papers as the one referred to that we have 
Dr. Bray on our program today. 

I have always felt that the age at which dentition 
occurs is an individual characteristic and seldom bears 
any relationship to rickets. The experience of the essay- 
ist apparently agrees with this opinion. 


Dr. Roy E. de la Houssaye, New Orleans, La-—We 
think too little about the eruption of teeth and their 
care in pediatric practice today. Old practitioners and 
the majority of the lay people attribute many ailments 
to teething. I am convinced that during dentition the 
greater number of babies seen by me have a lowered 
resistance to infection. 

I have used cod liver oil and viosterol in large 
amounts, but still these have not seemed to be a pan- 
acea. 

I have found that fruit juices given early in life and 
in large quantities have greatly increased the resistance 
of these children, and we do not find as frequently the 
attacks of diarrhea that we used to see four or five 
days prior to the eruption of a tooth. 

In the children who are referred to the dentist by 
me for the care of their first teeth, many of the cavi- 
ties which are filled abscess. I should very much like 
an explanation of this occurrence. 


Dr. Bray (closing) —The formation of abscesses in 
deciduous teeth that have been filled occurs largely in 
deciduous teeth that have reached the stage of aching 
before they are treated. It is practically impossible to 
fill a deciduous tooth and keep it from abscessing after 
it reaches that stage. We must see these children early 
and fill the cavities before they become large enough 
to involve the pulp. Deciduous teeth decay even more 
rapidly than permanent teeth. 
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SERVICE OF STATE TO LOCAL HEALTH 
DEPARTMENTS* 


By H. S. Mustarp, M.D., 
and 
W. K. SHarp, Jr., M.D., 
Nashville, Tenn. 


Whether in business, military operations, or 
public health work, there has always been, and 
perhaps always will be, some conflict between 
executive organization and field forces. It is 
impossible that either can continuously be con- 
scious of the problems and perspective of the 
other. Although each acknowledges its depend- 
ence upon the other and there is a common ob- 
jective and a generally agreed upon method of 
approach, there is not complete agreement as 
to details of strategy, distribution of service and 
the relative importance of various phases of lo- 
cal operations. 


In the relationship of the state department of 
health to county departments of health, the mat- 
ter is still more complex, because in most in- 
stances the state authority is rather indirect, 
tacitly assumed or waived, and based to a cer- 
tain extent upon funds contributed by the state 
to a local cooperative project. The usual rela- 
tionship in the South is somewhat as follows: 


(1) In ordinary circumstances full authority 
for local health procedures rests with the local 
political unit, the county. Usually, however, 
the state has the right to review and may as- 
sume control in the smaller political unit on the 
breakdown of local machinery. 


(2) In certain instances, as in the opera- 
tion of a vital statistics law, the direct respon- 
sibility for enforcement rests with the state de- 
partment of health. 


(3) Through financial commitment to local 
budgets the state assumes partnership interest 
and prerogatives in the conduct of full-time lo- 
cal health work. 

It is through the last of these relationships 
that the state department of health receives its 
greatest opportunity for service; and unless such 
an arrangement exists it seems highly improba- 
ble that the fullest and soundest development 
will take place in local health service, or that 
the state department of health will capitalize to 
a maximum its potentialities for aid in this 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, No- 
vember 18-20, 1931. 


*From the Tennessee Department of Public Health. 


July 1952 


field. That the state department of health will 
so function presupposes facilities, proper type 
of organization and sound policies in the central 
office. Thus as a requisite the state depart- 
ment of health must have at its disposal funds 
for assistance of county health departments, 
it must be organized so that administrative chan- 
nels are deeply grooved and smooth, with poli- 
cies clearly defined and easily understood. These 
things are necessary if the county health offi- 
cer is to know on the one hand what service 
he may expect, and how, when and _ through 
whom he may obtain it; and they are neces- 
sary things, too, if the state deartment of health 
is to be in position to act as stimulator, stabilizer 
and adviser. 

In rendering service the state department of 
health has the opportunity to function along the 
following general lines: 


(1) Through financial assistance. 

(2) Through establishment of standards for personnel. 
(3) Through administrative guidance. 

(4) Through technical service. 


(1) Financial Assistance —Though it is gen- 
erally agreed that the state is obligated to as- 
sist financially in the development and main- 
tenance of county health work, and though most 
extra-state agencies route through the state de- 
partment of health their aid to counties, there 
is no consensus of opinion as to what constitutes 
adequate local health service, nor as to the de- 
gree in which the state should participate finan- 
cially. Except in very rare instances permanent 
progress has not been made in developing local 
health work without financial aid and technical 
assistance from extra-county sources. Many 
schemes have been tried, a number of others 
have been proposed. At the two extremes of 
those methods in operation are (1) that system 
which allocatés a flat amount of state funds 
to every county regardless of population, health 
problems, ability, or lack of ability of the par- 
ticular county to pay for health service; (2) the 
system where the amount of state commitment 
is made, not according to any previously con- 
sidered standard or formula, but rather in light 
of apparent needs of the local situation and to 
some extent on the basis of bargaining. Sibley 
and Mountin* have reviewed quite thoroughly 
the various factors that might be taken into con- 
sideration in state aid in county health work. 
The difficulties which immediately appear are 
that the fewer the factors taken into considera- 
tion the less likely is state aid to be granted 


*Public Health Reports, January 3, 1930. 
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upon an equitable basis; and the greater the 
number of factors taken into consideration the 
more complex does the equalization formula be- 
come; so complex, in fact, that one doubts that 
it would be understood by the average rural 
appropriating body. It would seem that what- 
ever plan for state aid is adopted, it must be 
easily understandable and readily applicable. 
Perhaps the two elements most concerned would 
be the assessed valuation and unit of popula- 
tion to be served. 

Financial commitment to a county should be 
made on the basis of a contract between the 
state department of health and the responsible 
local authorities. Where the terms of the con- 
tract are not committed to writing and not 
signed by both parties, it is almost inevitable 
that there arise some misunderstanding and 
cross-currents. One of the most unfortunate of 
these is that the state department of health loses 
its partnership rights and fails to develop rea- 
sonable standardization in county health work, 
as in records, procedures, and definition of terms. 
Thus the central office finds itself in a posi- 
tion where, because of pressure of one sort or 
another, it is forced to continue to contribute 
to a local department of health even though a 
very poor grade of work is being done. To 
meet this situation the Tennessee Department 
of Health inserts the following paragraph in all 
budgets for state aid to county health work: 

It is understood and agreed that this financial com- 
mitment by the State Department of Public Health is 
made contingent upon efficient operation of the health 
unit concerned, that such health unit will be operated 
in accordance with the last issued revision of the Man- 
ual for Conduct of County Health Departments and 
the Record Manual of the State Department of Public 
Health, and that in order to determine the efficiency 
of the unit concerned and to improve the service, the 
State Department of Public Health will from time to 
time detail staff members to said unit for advisory 
service and appraisal purposes. 

(2) Standards for Personnel—No argument 
is needed to establish the fact that a high grade 
of service demands a high grade of personnel. 
Other things being equal, training and experi- 
ence, or the lack of training or experience, will 
determine whether a program will be successful 
or unsuccessful. Inasmuch as the demand for 
qualified personnel is in excess of the supply, 
it is necessary that the state department of 
health require instruction, training and experi- 
ence of local health personnel as a requisite to 
State participation in a local health project. It 
IS Our opinion that such instruction (whether to 
physicians, nurses or inspectors) should be in 
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the nature of graduate work of university stand- 
ard, undertaken under the auspices of a uni- 
versity, perhaps with selected members of the 
staff of departments of health participating in 
the course, and with special facilities available 
for field experience. Unless there is such a uni- 
versity affiliation, teaching methods and stand- 
ards are not likely to be of a high grade, nor is 
the student apt to undertake his work as seri- 
ously as is desirable; and unless there are spe- 
cially provided field facilities the small health 
unit used for field observation may be faced 
with the alternative of neglecting its day’s work 
in order to serve in a teaching capacity or of 
neglecting its teaching responsibility in order to 
do the day’s work. Unfortunately, but few uni- 
versities are at present qualified to give these 
courses. In the emergency, field training courses 
under experienced leadership have served a very 
useful purpose. 

While it is not the purpose of this presenta- 
tion to tabulate the details of service phases in 
the various states, it is interesting to note that 
the following situation exists in five fairly typ- 
ical Southern states: 

In Alabama, the average age of fifty-four 
full-time county health officers is forty-four and 
one-half years. Thirty-four have had public 
health training of from one to seven weeks at a 
field training station. 

In Georgia, the average age of thirty-four 
full-time county health officers is forty-two 
years. Twelve have had special public health 
courses, eight of the twelve having been at the 
training station at Indianola, Mississippi. 

In Kentucky, the average age of seventy-eight 
full-time county health officers is forty-one. 
Four of these have had courses at Johns Hop- 
kins University, University of Michigan, or Van- 
derbilt University, thirty-three at field training 
stations, thirty-four had special training in Ken- 
tucky health departments. With three who had 
special training in pediatrics, Kentucky has a 
total of seventy-four county health officers with 
training of one sort or another. 

In Mississippi, the average age of full-time 
county health officers is forty-three. Seventy- 
five per cent of these had public health training 
prior to assuming duties. 

In Tennessee, in thirty-seven full-time health 
units with forty-four medical officers, the aver- 
age age is forty. Of these forty-four, thirty 
have received postgraduate instruction at Van- 
derbilt University, six at Johns Hopkins Uni- 
versity, one at both Vanderbilt and Johns Hop- 
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kins, one at Harvard University. Two others 
have been to field training stations. The re- 
maining five, all older men in point of service, 
have received no special training. 


An important feature of predetermined stand- 
ards for personnel is that those applicants who 
rely only upon political backing very obviously 
fail to qualify, and this tends to relieve the state 
health officer of many embarrassing situations. 

(3) Administrative Guidance——If the state 
department of health is to give administrative 
guidance to local health units, both the state and 
local departments must be so organized and the 
relationship between the two must be such that 
the flow of service and the reception of service 
is quick, consistent and through definite chan- 
nels. Leadership may best be given by a rela- 
tively small, highly trained, efficient state health 
department. There is no greater impediment to 
a flow of service than the conception that the 
local department of health is the state depart- 
ment of health in miniature and that various 
personnel in the local units are responsible re- 
spectively to the different divisions of the state 
department of health for specialized activities. 
The most dangerous person to visit a county 
health department is one who sees only a single 
element of service and is willing to wreck bal- 
ance of program to obtain development of his 
or her particular project. Ultimately only 
two persons are responsible for official state and 
local health work: these are respectively the 
state health officer and the county health offi- 
cer. The state health officer delegates authority 
to certain persons on his staff, the county health 
officer delegates authority to certain persons on 
his staff. It therefore stands out as a clear prin- 
ciple in administration that the state department 
of health should deal with local problems only 
through the county health officer and that there 
should be only one person in the state depart- 
ment of health to whom is delegated adminis- 
trative authority in dealing with the county 
health officer. Some states have met this re- 
quirement by creating either within central ad- 
ministration, or closely allied to it, a section or 
division of county or local health work. It is 
to the director, or chief, of this service that the 
county health officer owes allegiance and to 
whom he is primarily responsible. Because this 
director has in many instances inducted the 
county health officer into office, and usually be- 
cause the director of county health work is a 
man of broad experience and good judgment, and 
finally, because if local work is not done satis- 
factorily state financial aid may be withdrawn, 
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the relationship between the local health officer 
and the director of county health work is such 
that the latter’s judgment and directions are of 
sufficient weight to correct or prevent unsound 
practices in the local unit. 


If the director of county health work repre- 
senting the state health officer is to be the only 
person who possesses supervisory authority in 
dealing with full-time county health officers, it 
follows that heads of other divisions do not pos- 
sess such authority. Of course, should the epi- 
demiologist, for instance, feel that a poor grade 
of work is being done in certain counties, he 
would always have the opportunity of obtaining 
action through the director of county health 
work. Should he fail in this, which would sel- 
dom be the case, he would still be able to pre- 
sent his problem to the state health officer. 
Thus, while the director of a technical division 
would have administrative authority in his own 
division, his service, so far as local units are 
concerned, is technical in nature and his rela- 
tionship is that of a consultant. 

Supplementing this orderly organization, there 
should be in existence some type of manual of 
procedure. Such a manual may be general in 
nature, or it may go extensively into detail. It 
may include only a skeleton of administrative 
procedure or present the step-by-step routine in 
handling a communicable disease or in filing 
records. In any event, as procedures become 
rather well defined, they should be committed 
to writing and placed in the hands of each 
county health officer for his guidance. If some 
such formal lines of procedure have not been 
laid down and committed to writing, and if there 
are no definitions of terms covering services com- 
mon to all rural health departments, there may 
result considerable confusion, and procedures 
may be on a basis of tradition and precedent. 
Traditions are not interpreted to mean the same 
thing by different individuals nor are they in- 
terpreted consistently by the same individual at 
different times. Obviously, here is danger to be 
avoided. 

A last item, of utmost importance in main- 
taining the proper administrative relationship, is 
this: only one person in the county health de- 
partment should report upon the work of the 
department. That person is the full-time county 
health officer, and he should make his reports 
to only one person: the director of county health 
work, who represents the state health officer. 

(4) Technical Service—This type of service 
is to be sharply differentiated from administra- 
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tive guidance: the latter is largely supervisory, 
the former is entirely advisory. 


Technical service may be rendered from state 
to local departments of health through two 
sources: (1) the office of the director of county 
health work, and (2) technical divisions of the 
department. The former, the office of the di- 
rector of county health work, renders field tech- 
nical service on schedule to all county health 
departments, and is therefore routine. Techni- 
cal divisions of the state department of health, 
as sanitary engineering, preventable diseases, 
vital statistics, render not routine field service, 
but aid in special problems too detailed or too 
comprehensive to be handled by the technical 
personnel under the immediate direction of the 
director of county health work. Therefore, while 
these other divisions render a technical service, 
it is consultant, rather than of routine nature. 
And none of these technical divisions nor the 
technical workers responsible to the director of 
county health work exercise any supervisory con- 
trol over local health units. 

We believe that in the office of the director 
of county health work there should be a group 
of persons capable of rendering technical advis- 
ory service to all classes of personnel in a county 
health department. Expressed in another way, 
there should be medical assistance, nursing as- 


sistance, clerical assistance, and assistance in san- 


itation. 

So far as the county health officer is con- 
cerned, these people all report to him and be- 
come an integral part of his unit during their 
stay in his county. They serve in an advisory 
capacity to him. Any authority that they may 
possess with other local subordinate personnel 
is as a result of authority so delegated by the 
county health officer and not by virtue of any 
authority inherent in their position as staff mem- 
bers of the state department of health. This is 
extremely important. If the local health offi- 
cer does not approve of any of their suggestions 
for raising the level of some particular service, 
he does not have to accept this advice from 
them. How, then, it may be asked, does this 
technical personnel get its advice across with a 
stubborn, non-progressive local health officer? 
Assuming that there is such a person, the pro- 
cedure is quite simple: each technical worker, 
on completion of a service in a given county, 
renders a detailed report to the director of 
county health work and may confer with him on 
certain problems. If the problems involved with 
the assumedly recalcitrant local health officer 
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are of a minor nature, the director of county 
health work holds the matter in abeyance, hop- 
ing that at the next visit of that technical worker 
persuasion will yield the desired results. If the 
question under consideration is a serious one, 
the director of county health work has the op- 
portunity of assuming a supervisory role and in 
this capacity corrects the situation. 

The members of the staff rendering this tech- 
nical service do not make casual visits of a day 
or two, but spend from one week to a month in 
each county. They remain long enough to dem- 
onstrate to local health officer, nurses, inspec- 
tors and clerks the advantages of better technic 
and smoother procedures, and by having county 
personnel perform according to new and im- 
proved methods a habit for the better is begun. 
This cannot be accomplished completely in one 
period of service, and provisions must be made 
for follow-up visits. Two other features of this 
technical service should be emphasized: person- 
nel should not be used merely as substitutes or 
to assist in some high pressure campaign. If 
the office of county health work must provide 
substitutes in local areas for one reason or an- 
other, it should be done without interrupting 
this technical field service. Secondly, county 
health departments should not be over-visited 
by technical workers. This is not likely to hap- 
pen if service is apportioned over the state as a 
whole, for personnel is seldom sufficient to meet 
demands and needs. In scheduling, however, 
the precaution should be taken to avoid having 
two persons, say medical assistant and nursing 
assistant, working in the same county at the 
same time. This is usually too much for the 
local health officer to countenance, and more 
than he should be asked to bear. 


SUMMARY 


(1) A state department of health should be 
prepared to assist county health departments 
through financial assistance, establishment of 
standards for personnel, administrative guidance 
and technical service. 

(2) There is urgently needed some simple 
system of state equalization in the development 
of county health work. 

(3) The quality of county health work may 
be greatly improved by employment of only 
those persons who meet reasonably high and 
definite standards. 

(4) Administrative relationships to full-time 
county health departments should be clear-cut, 
definite, and limited to one section or division 
of the state department of health. 
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(5) Technical service in all its phases must 
be available to county health departments. This 
should be rendered routinely by high grade per- 
sonnel working out of the office of the director 
of county health work, and where consultation 
service is needed, specialists in other divisions 
should serve as consultants. 

(6) In rendering service, the state depart- 
ment of health should avoid over-visiting of 
counties, and should not risk unbalance of county 
programs through subjecting the local health of- 
ficer to high pressure persuasion of state staff 
members interested in one phase of public health 
work. 


DISCUSSION (Abstract) 


Dr. C. C. Applewhite, Jackson, Miss—The basic 
principles outlined in this paper are so fundamentally 
sound that for me to enter into a lengthy discussion 
at this time would be likened to carrying coal to New- 
castle or trying to paint a lily. Drs. Mustard and 
Sharp emphasize the responsibility of a state health 
officer for the health program carried out in the state, 
and of the county health officer for the public health 
program executed in the area over which he has juris- 
diction. In the State of Mississippi, the law enabling 
counties to create health departments clear!y defines 
their respective responsibilities. An excerpt from that 
law reads as follows: 


“That each county in the State is authorized in its 
discretion to create a department of health for the 
county and to appoint a director for same who shall 
be required to give his entire time to the work. Said 
director shall be a graduate physician, well trained in 
health work and shall be selected on the recommenda- 
tion of the State Board of Health or its executive com- 
mittee to the board of supervisors of the county... .” 


When a health department is created in a county un- 
der the provisions of this act all other local, municipal, 
or county health agencies or departments are thereby 
automatically abolished and the director of the county 
health department is held responsible for the entire 
public health program in that county, subject to the 
direction and supervision of the State Board of Health. 
The effectiveness of the public health program in the 
State of Mississippi can be attributed largely to this 
piece of constructive legislation. 

Unfortunately some states have no university facili- 
ties for training public health personnel, like those en- 
joyed by the State of Tennessee. The need for tech- 
nical training is apparent to all of those holding pub- 
lic health administrative positions. In addition to the 
technical training, however, the health worker needs 
something else, which is very difficult to describe. He 
needs the spirit to succeed in spite of apparently insur- 
mountable obstacles. It may be likened unto the spirit 
of Joshua and Caleb of Biblical days. The public 
health worker must not have the inferiority or grass- 
hopper complex, but must be imbued with the spirit 
of a crusader and thoroughly convinced of the righteous- 
ness and worthiness of his cause. 


Dr. J. Geo. Dempsey, New Orleans, La—We are 
privileged to have present today the Chief of the Vital 
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Statistics Department of the United States, Dr. T. F. 
Murphy, who can offer invaluable suggestions on the 
topic of vital statistics. 


In Louisiana the Department of Vital Statistics, 
which I head, extends every facility possible to local 
health departments. We call special meetings in New 
Orleans for the purpose of training the personnel of 
local health departments throughout the State. On 
such occasions we are particular to stress how essential 
vital statistics are to health work. Invariably we dem- 
onstrate how knowledge of births and deaths in a lo- 
cality can supply insight into the health conditions of 
that locality. Above all we emphasize the importance 
of school registrations and other aid which local authori- 
ties can render. 

I would like to take this opportunity of inviting 
health officers to visit our department’s central bureau 
in New Orleans. If they plan to work in a particular 
district of the State, we shall be pleased to supply data, 
statistical and otherwise, concerning that locality. 


Dr. F. Michael Smith, Vicksburg, Miss—May I ask 
whether Dr. Sharp said that the county health officer 
or director of an all-time county health department in 
his relation to the state department of health should in 
questions of policy and administration deal entirely with 
the state director of county health work? Does he, 
mean that the county health officer, when in need of 
the services of other bureaus in the central health de- 
partment, should make all requisitions through the bu- 
reau or director of county health work? Permit me 
to refer to the discussion of this paper made by Dr. 
Applewhite when he urged that all health officers should 
have the spirit of Joshua and Caleb, and regardless of 
difficulty and conflicting reports go out and possess the 
land. We endorse such noble ideals, but if he would 
remove from us the spirit of Esau or that spirit that 
would have us sell our birthright for a mess of pottage 
may we not earnestly expect them to provide all the 
pottage necessary that the temptation might not be so 
great? 

Out of an experience as a health officer for a num- 
ber of years, serving officially in three separate states, 
I accept the wisdom of the suggestion in this paper 
that all activities of the various members of the per- 
sonnel of a county health department should be in- 
corporated in one report and sent by the health officer 
or director of this health department direct to the 
director of the bureau of county health work, and all 
information, or statistics, that other bureaus may desire 
from the county health department should be obtained 
from the central bureau and the reports submitted 
there. One report from a local health department to 
the state department of health should be sufficient. 
May I state that this practice was adhered to by my 
dear and revered friend, Dr. Oscar Dowling, State 
Health Officer, of New Orleans, a man to whom I 
owe tribute for some of the clear administrative policies 
and health activities that have become a part of my 
subconscious self. 

At times matters may be expedited by dealing directly 
with the heads of certain bureaus, but all major prob- 
lems and policies should be approached through the 
health officer. 


Dr. L. L. Lumsden, US.P.HS., New Orleans, La— 
With regard to Dr. Sharp’s statement of the difference 
of opinion about what constitutes adequate health serv- 
ice, I submit for consideration the following definition: 
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adequate health service is health service which meets 
fully, or satisfactorily, the consuming power of the 
people for health service. I have seen health units 
equipped to render more service than the people were 
ready to consume to advantage, and for that reason 
they were failures. Very few of our existing county 
health units are technically adequate to provide all the 
health service needed by the people, but many of them 
are sufficiently equipped to provide all the health serv- 
ice the people within their jurisdictions will use to full 
advantage. One of the main objectives of the local 
health officer should be to increase the consuming 
power of the people so there will be a demand for 
more health service. Health units may be efficient 
without being effective. If the consuming power is not 
there the health service may be thoroughly efficient and 
yet be largely ineffective. 


Dr. Mustard (closing).—We recognize as very impor- 
tant the point raised by Dr. Applewhite, that at present 
there are very few universities prepared to give the 
desired courses in public health principles and prac- 
tices. We think that any university offering such 
courses should have a teaching staff made up of com- 
petent and experienced persons, and should include se- 
lected members from health departments. In this way 
the course will provide not only the orderly, systematic 
instruction of the university, but will keep fresh with 
the current practices brought by teachers who are daily 
working in the field. 


As to the question of vital statistics: to the usual 
collecting machinery of the state we have added the 
fulltime county health department as a most potent 
factor. Birth and death certificates are routed by local 
registrars, not directly to the State, but to the full-time 
local health officer, who makes a summary card of each 
certificate and forwards the original to the State De- 
partment of Health. This serves two purposes: (1) it 
provides the local health department with data which 
are vitally essential, and (2) it strengthens, stimulates 
and improves the reporting of births and deaths. It 
should be emphasized that the full-time county health 
officer does not in any way replace or interfere with 
the State’s col'ecting system; this must be scrupulously 
maintained. On the other hand, the presence locally of 
a person trained in public health work, and interested 
in seeing complete reporting, does much to coordinate 
and guide the work of the local registrars, and obtains 
better observance of requirements by physicians, mid- 
wives, and undertakers. 

In the system of state service which we advocate 
there is nothing that will tend to impede the flow of 
assistance from a technical service to a local health 
department. On the contrary, by eliminating confu- 
sion it provides means by which service may be ren- 
dered quickly and efficient'y. A most important ele- 
ment of sound administrative procedure is that a 
worker may be responsible to only one immediate su- 
perior. In the local health department, responsibility 
of staff members is directly or through a supervisor to 
the full-time local health officer, and not to some staff 
member of the State Department of Health. In the 
same way, the local health officer is administratively re- 
sponsible to some one person on the State staff, this 
— having been designated by the State Health Of- 
icer. 


Dr. T. F. Murphy, Chief Statistician for Vital Statis- 
tics, Bureau of the Census, Washington, D. C—May I 
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say that if this plan proposes to collect vital statistics 
through the county unit, the method has never been 
found desirable, and in no state where a test has been 
made of the completeness of registration has it proved 
desirable. As a matter of record, the county system 
has been tried a number of times and has always failed. 
The only state in the Registration Area which now has 
the county system proposes to change this plan as 
soon as the time is favorable for doing so. 

Dr. E. L. Bishop, Nashville, Tenn—Tennessee does 
not consider a change from state to county vital statis- 
tics registration. 


CONGENITAL ABSENCE OF PART OF 
THE ABDOMINAL WALL* 


By H. A. Gamste, M.D., F.A.CS., 
Greenville, Miss. 


Congenital deficiency of the abdominal wall 
is a comparatively sare condition. Ikeda and 
Stoesser, in 1927, reported a case of congenital 
absence of musculature of the abdominal wall, 
Fletcher in 1928 reported a case in which there 
was a complete absence of the abdominal pa- 
rietes (skin, musculature and fascia) and in 
the Archives of Pediatrics, November, 1930, 
Hyde reports a case of complete congenital 
eventration of the abdominal viscera. 


Ikeda and Stoesser state that up to the time 
of their report they have been able to find only 
15 recorded cases which, with theirs, Fletcher’s, 
Hyde’s and the one reported herewith makes a 
total of 19 cases recorded to date. 


At 8:00 a. m. August 24, 1930, immediately follow- 
ing delivery, I was called by Dr. J. F. Lucas to see R. 
H. L., a white male child, full term, weight 5 pounds, 
length 18% inches. At the site of the umbilicus there 
was a complete absence of the abdominal wall, there 
being an aperture 3% inches in diameter which was 
covered by a thin translucent membrane. During de- 
livery the stomach and liver were both totally even- 
trated through this defect. There was also present a 
left talipes equinovarus and double inguinal hernia. 

The infant was immediately carried to the operating 
table, where, under 0.1 per cent novocaine solution with 
drop ether sequence, the defect was repaired by a 
modified Mayo operation for umbilical hernia. No 
troub'e was experienced in fashioning the lower flap, 
as ample fascia was present. Above, however, there 
was a complete absence of fascia and musculature and 
the upper flap was of necessity composed of skin and 
peritoneum alone, the sutures embracing the full thick- 
ness of the skin. 

At one time during straining efforts the whole of 
the liver and stomach were eviscerated. It was noted 
that there was practically a complete absence of the 
suspensory ligaments of the liver, and in order to 
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maintain the liver in position it was necessary to 
suture the round ligament to the costal margin. An 
excellent closure was effected. There was but little 
shock and the baby made an uncomplicated recovery. 

Later the club foot was corrected and at the present 
time, seven months later, the child is perfectly normal 
except for the inguinal hernia and the weakness of the 
abdominal wall in the epigastric region, due to the ab- 
sence of fascia and muscle. 


CONCLUSIONS 


(1) Congenital defects involving the absence 
of fascia and musculature are comparatively 
rare. There are 18 such cases on record, the 
present case report making 19. 

(2) The shock incident to the operation on 
this infant was very slight, although the patient 
was only thirty minutes old and it was neces- 
sary to employ local anesthesia with drop ether 
sequence. 

(3) A large proportion of cases reported have 
been inoperable. Where the condition is reme- 
diable, they should be operated upon immedi- 
ately. 
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LABORATORY AIDS IN THE DIAGNOSIS 
OF TYPHOID AND RELATED FEVERS* 


By Georce A. Denison, M.D.,7 
Birmingham, Ala. 


In recent years the Widal reaction has fallen 
into disrepute as a_ satisfactory diagnostic 
method. It has, of course, never been of practi- 
cal value in early diagnosis, since it is most fre- 
quently negative before the tenth to fourteenth 
day. When positive it must be determined 
whether such a reaction is due to vaccination or 
previous infection with B. typhosus. A history 
of previous disease is often unreliable, since 
there are unrecognized subclinical types. Various 
febrile conditions may give positive agglutina- 
tion as explained by the anamnesic reaction. As 
the result of non-specific febrile conditions, the 
general antibody content of the blood may be 
increased and small amounts of typhoid aggluti- 
nins acquired from previous infection may be 
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increased sufficiently to give positive Widal re- 
actions in cases in which typhoid fever can be 
definitely excluded. Havens! has shown that 
agglutinations for B. typhosus in significant se- 
rum dilutions (1-40 and higher) may occur in 
as high as 23 per cent of the normal population 
in Alabama; and that this high percentage can 
only partially be explained by previous vaccina- 
tion or disease. Unless we believe in the non- 
specific production of antibodies this difference 
can best be explained as due to subclinical cases 
and immune carriers. 


Widal tests on specimens of dried blood are 
to be avoided when possible. The blood should 
be collected in sterile tubes in 2 to 8 c. c. 
amounts so that a more accurate titer of ag- 
glutinins may be afforded. An increasing titer 
of agglutinins as determined by repeated tests 
has greater reliance than a single test. The 
larger amounts of blood collected in sterile tubes 
also allows culturing of the clot for typhoid 
bacilli. 

The independability of the Widal reaction 
strongly favors the routine use of blood cul- 
tures in the first week of all obscure fevers. 
There is no fallacy in a positive blood culture 
and such reports always mean clinical typhoid 
fever. Furthermore, the cultures are easily made 
and the organisms recovered with certainty if 
present in the blood specimen. Even if several 
specimens are required to demonstrate the or- 
ganisms in the blood, diagnosis can usually be 
made six to ten days before the Widal reaction 
becomes positive. 


PER CENT OF POSITIVE FINDINGS USUALLY EXPECTED 


Week of Fever 
1 Zz 3 
Widal reaction 10 75 90 95 
Blood culture 8&8 75 35 10 
Feces culture 15 65 85 65 


Our own experience in a public health labora- 
tory indicates that the physician who depends 
on the Widal reaction for confirmatory diagnosis 
usually submits two to four specimens and gets 
a positive report relatively late in the disease. 
There has been considerable increase in the use 
of the blood culture, but not nearly so much as 
is justified. Some years ago a few physicians 
complained when we required that blood be sub- 
mitted in 2 to 5 c. c. amounts instead of the 
usual dried drop on a glass slide. Since then 
we have shown them that a higher percentage 
of positive blood cultures could be obtained 
from these specimens than positive Widals. We 
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have always cultured the clots of specimens sub- 
mitted for the Widal reaction and, in spite of 
the fact that these specimens are taken late 
in the disease when the chances for positive cul- 
ture are small, we have obtained more positive 
cultures than Widals. In quite a few instances 
we have found both the Widal and blood cul- 
ture positive in the same specimen. 

The table below illustrates the small number 
of positive Widals obtained in routine work. 
Eighty-five per cent of the blood cultures shown 
in this table were made on clots of specimens 
submitted for the Widal reaction. 


EXAMINATION MADE DURING THE 3-YEAR PERIOD 1929-32 


| Agglutination Tests Blood Cultures _ 
Cases Reported No. % Positive No. % Positive 


Typhoid and para- | 
typhoid fevers | 
320 1974 5.26 252 9.1 


Undulant fever 19 


Both agglutination tests and blood cultures are 
of considerable help in the differential diagnosis 
of typhoid fever, the paratyphoid fevers, and un- 
dulant or Malta fever. For the past three years 
we have routinely performed agglutination tests 
for these diseases on all specimens. We felt that 
a better service could be rendered the physician 
and a more accurate index of the prevalence of 
these diseases determined. 


AGGLUTINATION TESTS FOR THE YEARS 1929-32 


Total specimens examined 
Per cent positive agglutinations.....................2...02.2..-+.- 5.26 
Per cent positive with B. typhosus...... 3.80 
With B. typhosus A... .05 
With B. typhosus B... .45 
With Br. abortus........ .96 


Thus 52.6 positive agglutinations were found 
for each 1,000 examinations, of which 38 were 
for B. typhosus, 9.6 for Br. abortus, 4.5 for B. 
paratyphosus B, and 0.5 per thousand for B. 
paratyphosus A. It is significant that of the 19 
cases of undulant fever reported during this three 
years’ study, all were confirmed by agglutination 
tests. A clinical diagnosis had been made in 
each case and the agglutination tests for Br. 
abortus were specifically requested for confirma- 
tion. From this it would seem that the inci- 


dence of undulant fever and the paratyphoid fe- 
vers is too low to make the performance of these 
tests routine on all specimens and we have since 
discontinued this practice. 


Such examinations 
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should always be made, however, when several 
Widal reactions and blood cultures are negative 
and there is sufficient clinical evidence to sug- 
gest these diseases. 


CONCLUSIONS 


(1) Agglutination tests for typhoid fever may 
be falsely positive. They rarely confirm diag- 
nosis early in the disease. 


(2) The blood culture is the best means for 
early and absolute confirmation of diagnosis and 
should replace the Widal. 


(3) The incidence of paratyphoid fever and 
undulant fever is too low to justify routine ex- 
aminations for these diseases in all cases resem- 
bling typhoid. The clinician should determine 
when such additional tests are needed. 
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POSTGRADUATE STUDY OF 
PEDIATRICS* 


By D. LesEesne Smitu, M.D.,+ 
Spartanburg, S. C. 


Present day medical literature is filled with 
fear of state medicine. Socializing the medical 
care of children by the various agencies is the 
opening wedge for state medicine. A review 
of the immense amount of work done by the 
White House Conference on Child Welfare shows 
that more work is being done for the welfare of 
children by agencies that are not medically su- 
pervised than by the medical profession itself. 
I think this is the result of the lack of training 
in pediatrics that the medical man received 25 
years ago. It is only in the last decade that 
suddenly the general public began to be educated 
as to the proper care of the child and the physi- 
cian found himself unable to meet the demand. 
Since the emancipation of the female sex by 
giving them the vote they have risen up in re- 
volt and are demanding more special attention 
to this branch of medicine. Due to this de- 
mand, the medical profession is now trying to 
solve the problem of how to get more informa- 
tion on the subject of pediatrics. 
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At first, pediatrics included only the feeding 
and care of infants, and most of the time was 
devoted to this, but since then it has gradually 
grown until now pediatrics includes not only the 
care and feeding of the child but, as Dr. Veeder 
has aptly expressed it: 

“Pediatrics is no longer limited to the compass of 
‘diseases of children’; it is the practice of child health, 
whether that includes prevention of disease, or mainte- 
nance of health, or cure of the sick. Health signifies 
not only freedom from disease in the usual case, but 
the possession of normal structures and functions, both 
of body and mind.” 

If you analyze this, you will see that it in- 
cludes the whole growing structure of the child 
not only physically, but mentally and morally 
as well. 

Twenty-five years ago there was no organized 
postgraduate course in pediatrics; but the de- 
mand since then has steadily grown until now a 
number of medical colleges or universities are 
offering systematized courses in pediatrics to 
the general practitioner. A review by the White 
House Conference shows that there are only 
about 3,500 pediatricians distributed among 1,- 
235 towns. There are about 100,000 general 
practitioners in the United States; these are giv- 
ing the great bulk of the attention and care of 
children. The White House Conference figures 
also show the older the graduate the less com- 
petent he feels to cope with the situation. The 
younger men, that is, those who have been out 
of college for the past ten years, have had better 
courses in pediatrics, and have taken up more 
of the problems pertaining to the child than have 
the older physicians. However, statistics show 
that these men also lack many material things 
in their education that should have been in- 
cluded in their training. Hence, they, too, feel 
the urge for more information in regard to the 
intricate problems of pediatrics. : 

Pediatrics should not be considered a spe- 
cialty in medicine, but rather a branch of medi- 
cine on the same par as surgery and internal 
medicine. Pediatrics includes everything per- 
taining to the health and welfare of the child 
from birth to 14 years old, the most important 
time of a person’s life, the growing period. It 
is a well recognized fact that during the transi- 
tional stage of life a person is more subject to 
disease; and as the infant and child pass through 
two stages of life during this pediatric age, we 
find more sickness in this period than in any 
other period of life. Therefore, there is a larger 
demand on the physician during this age than 
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during any other stage of life, due to mental and 
physical instabilities. Why, then, should not a 
physician be better qualified to meet this larger 
demand than demands which are brought upon 
him in the other stages of life? Yet, we find 
upon analysis of medical education that pedi- 
atrics has been given a very small space in the 
curricula of the various colleges. It is only in 
recent years that the colleges have given this 
subject a ratio of 1:4 in proportion to medicine 
and surgery. 

When I began 18 years ago to limit my prac- 
tice to pediatrics, it was considered a sort of 
juvenile subject. Now, however, pediatrics has 
taken on a new impetus; and we find many of 
the leading men of our profession in pediatrics. 
This is attested by the fact that four of our 
big universities have pediatricians as deans of 
their medical schools. Much of our present day 
knowledge of medicine is the result of research 
work done by the pediatricians; and they are 
beginning to be recognized to be not merely 
“baby doctors,” but virile uplifting humanita- 
rians. The venerable Dr. Holt years ago wrote: 

“In the future three types of pediatrists will be 
needed. First, the research man, who is likely to be 
full-time head of the department in the university med- 
ical school; second, the man who applies the best 
knowledge in the treatment of sick children; and third, 
the public health pediatrist who will be a popularizer, 
and who will convey to the lay public and the general 
medical profession the latest and best advances in pedi- 
atric knowledge. He must be not only an adminis- 
trator, but also an educator.” 

Holt’s prediction came true, as we have all 
three of these with us today. 


Postgraduate medical work should include the 
following subjects as recommended by the Com- 
mittee on Medical Education of the American 
Academy of Pediatrics: 


(1) The physical and mental growth and develop- 
ment of the infant and child, and the factors influencing 
these. 

Characteristics of the newly born. 
Heredity. 

(2) The nutritional requirements of infancy and 
childhood, including the feeding of normal infants and 
children. 

Nutritional requirements of childhood, such as vita- 
mines, mineral substances, etc. 

(3) The nutritional diseases of infancy and child- 
hood, with their treatment and prevention. 

Malnutrition in infancy. 

Acidosis and alkalosis. 

Treatment of difficult feeding cases. 
Relation of nutrition to teeth, etc. 

(4) The contagious diseases, with their recognition, 
prevention, and treatment. 
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(5) Diseases and pathological conditions peculiar to 
early life. 

Diseases of the newborn. 
Hemorrhage. 

Pyeloric stenosis. 

Congenital heart disease, etc. 

(6) The peculiar manifestations of certain diseases in 
infancy and childhood. 

Upper respiratory infections. 
Adenoids and tonsils, and a whole host of other 
diseases. 

(7) Environmental and hygienic factors that are im- 
portant in early life. 

Habits and habit formation. 
Clothing, etc. 
(8) Social aspects of pediatrics. 
(9) Special procedures. . 
Special procedures such as lumbar punctures, trans- 
fusions, skin tests. 

(I think a man doing pediatrics should know how to 
do paracentesis. Also, he should be able to recognize 
when this should be done.) 

(10) The importance of specific preventive measures 
in certain diseases. 

Two types of postgraduate courses have been 
offered in America. The first is that offered by 
the various universities, where a physician at- 
tends courses over a given period of time. These 
courses include didactic lectures, ward rounds, 
and clinical teaching. The second type is the 
extension course, commonly known as the North 
Carolina plan, given under the supervision of a 
state university. The general plan of this 
scheme is for the visiting pediatrician to hold a 
one-day-a-week course in each of six centers. 
Both have their advantages and disadvantages. 
Many men find it impossible to leave their work 
and attend for a month a course which costs 
them $150.00 tuition; for them the extension 
course is the only thing possible. On the other 
hand, the extension course has one big disad- 
vantage. As the postgraduate student is at 
home, he is frequently called upon by his pa- 
tients, and so many lose a large part of the 
course; if he is away from home attending the 
course, he is not interfered with by his practice. 
Neither of these two plans is suitable for a man 
who expects to make pediatrics his profession; 
they are planned to give the general practitioner 
a review of the latest developments in pediatrics 
and to give him an insight into things that he 
can apply to his work as a general practitioner. 
If a man wishes to limit his work to pediatrics, 
he should of course take an internship in a chil- 
dren’s hospital. He should also do considerable 
work in the clinics for well babies, and should 
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devote a great deal of time to the study of the 
child. 

There are ten universities now offering courses 
in pediatrics, ranging from two weeks to one 
month. Most of them give 36 to 44 hours a 
week to the various subjects. Washington Uni- 
versity in St. Louis, Missouri, seems to have the 
largest attendance. This course was first of- 
fered in 1920. A copy from the report of the 
White House Conference shows an analysis of 
the type and character of the physician taking 
this review course for the past ten years. Twen- 
ty-two physicians took the course two or three 
times: this reduces the total actual number of 
postgraduate students to 439. The table indi- 
cates that no one age group is particularly in- 
terested in such instruction; the demand is 
widespread from this standpoint. The average 
time after graduation was 131% years. The geo- 
graphical distribution* of this course is shown on 
a spot chart. A review of the type of work 
given by this university is more or less repre- 
sentative of that given by other universities in 
the country. All devote a certain number of 
hours to laboratory teaching, and some time is 
given to special subjects such as nose and throat, 
and to the well baby clinics. 

A third type of postgraduate course is that 
given by the Southern Pediatric Seminar. This 
is a summer course quite distinct from any other 
that is offered. It was organized in 1921 by a 
group of Southern pediatrists, who sensed the 
demand for such a course as they could offer. 
The popularity of this course is attested by the 
fact that there has been an attendance of 519 
men during the ten years of its existence. Sev- 
enty-one men have attended two different ses- 
sions of the Seminar; 19 three times; 2 four 
times; while 8 have attended five times. The 
medical school of every university in the south- 
east is represented on the faculty, though of 
course not officially. The faculty, being drawn 
from a widespread area, presents a diversity 
of opinion on the various subjects which are 
taught that is unusually valuable, and can be 
obtained in no other way or place. The faculty 
does not receive any pay for its services; in 
fact, up to this year the physicians have not 
only given freely of their time, but have paid 
their own expenses to and from the Seminar 
and their maintenance while there. As the Sem- 


inar is conducted in a small mountain town, it 
does not have the bright lights of the city to 
distract the men from their work. 


All the 
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members of the faculty have had experience in 
country practice. As a result, they know the 
needs of the country doctor and try to give 
something that he can put into practice when 
he returns to his home. The course covers pedi- 
atrics in the 72 lectures given as thoroughly 
as possible in such a short time. Every phase 
of pediatrics is stressed in one or more of the 
lectures. 

The supply of pediatric information is woe- 
fully inadequate and it behooves the body of 
special trained pediatricians to disseminate their 
special knowledge among the rank and file of 
the profession. Postgraduate work is offered by 
ten of the leading universities, but the propor- 
tion of the general practitioners availing them- 
selves of these courses is very small. My sug- 
gestion is to establish many centers fashioned 
after the Southern Pediatric Seminar which 
would in time leaven the whole lump of medical 
practice by disseminating the knowledge of 
practical pediatrics that would soon lower our 
infant mortality and morbidity. Other branches 
of medicine such as obstetrics could well apply 
the same method of education. 


The subject of postgraduate medical educa- 
tion is demanding the attention not only of the 
medical journals, but of the lay journals as 
well. They are devoting much space to this. In 
this month’s Mercury there is a scathing article 
upon the postgraduate work being done in Eu- 
rope. The American Medical Association has 
recently issued a booklet on postgraduate work 
in America and Europe. From a comparative 
study of the type of work done in Europe and 
in America, it seems that America offers as sat- 
isfactory an opportunity to gain information and 
at about the same cost. 


HOSPITAL POLICIES AND POCKET- 
BOOKS* 


By B. C. MacLean, M.D.,7 
New Orleans, La. 


It is a privilege to\address a group such as this, 
for there is a tendency on the part of the aver- 
age staff or attending physician to regard a hos- 
pital superintendent as a combined janitor, book- 
keeper, and sergeant major and with as much 
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affection as the latter proverbially receives, 
Hospital problems, however, are so intricately 
interwoven with those of medical practice that 
I venture to discuss a few features of hospital 
practice which directly concern the practitioner. 


HOSPITAL COSTS 


It has been a favorite indoor sport for some 
time to disparage present day medical service 
generally and both lay magazines and profes- 
sional journals have carried a periodic broadcast 
of abuse of physicians and hospitals. Costs and 
charges constitute the basis of most of these out- 
bursts of criticism and constant is the plea for 
adequate medical and hospital service for people 
of moderate means, the white collared folks or 
the great middle class. An impartial observer 
on the side lines would get the impression that 
only since the World War has there been a mid- 
dle class, but, even in ancient Babylon, three 
classes were defined with schedules of medical 
fees for each. The truth is that the decade of 
inflation and profligate spending which ended 
with the rude awakening of two years ago bred 
an indifference to common sense values and a 
desire for more luxuries than the traffic would 
bear. Semi-private patients demanded private 
patient accommodations, and ten dollar suites 
with graduate nurses were insisted upon by pa- 
tients who formerly were adequately taken care 
of in five dollar rooms with floor nursing. It 
was the era of installment payments, bigger and 
better radios and motor cars, and ballyhoo ad- 
vertising at its zenith. ‘Saving for a rainy day” 
went out of fashion with the orgy of stock mar- 
ket speculation and budgeting for illness seemed 
as senseless as “selling America short.” 


In the past twenty years hospital costs have 
risen, it is true, but an up-to-date hospital of 
twenty years ago would meet your needs no 
better than a motor car of the same vintage. In 
1910, there were about 4,000 hospitals and 400,- 
000 hospital beds in the United States, the aver- 
age stay was 25 days and the average cost per 
patient per diem was about $2.50. Today, 
there are approximately 7,000 hospitals and 
700,000 hospital beds, the average stay has been 
reduced to 12 days and the average cost has 
risen to about $5.00 per patient per diem.’ It 
is you who have brought this about. You have 
demanded more hospital beds but, unfortunately, 
in many instances, the demands of a group rather 
than the needs of a community have been the 
criterion of hospital construction. We have dis- 
tricts with inadequate hospital accommodation 
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and communities with too many hospitals. The 
result of unintelligent community planning is 
waste and many a hospital is a monument to 
the vanity of an individual or a faction. You 
have demanded more expensive equipment, 
higher priced personnel and more efficient facil- 
ities and, with it, you have done wonders in re- 
ducing the mortality rate and the duration of 
hospital stay. Furthermore, hospital costs are 
relative, depending upon the standards which 
are maintained. An institution with a complete 
and modern scientific set-up may cost more, but 
may also be rendering greater value for the 
money than a less efficient hospital where the 
charges are less. The present economic slump. 
has not been an unmixed evil in that it has 
compelled many hosp:tals to scan more care- 
fully their expenditures and effect operating 
economies which, in turn, are reflected in lower 
cost to the patient. Extravagances there have 
been, it is true, especially in the endowed insti- 
tutions, but the average hospital today attempts 
honestly to combine efficiency with economy. 


HOSPITAL CHARGES 


It would be trite to remark that what Amer- 
ica needs is not a good five cent cigar, but an 
equitable system of distribution of the costs of 
medical service. It is easy to generalize, but 
we must, in all fairness, admit there are faults 
to correct. Hospitals are justly criticized for 
the practice of taxing the pay patient a little 
more than cost in order that the part-pay patient 
and the public ward patient may receive ade- 
quate care and service at less than cost or free. 
On no reasonable grounds can this be justified, 
and yet it is an accepted hospital practice 
throughout the country. However, you as prac- 
tising members of the profession not only con- 
done this system but demand it. You expect 
institutions to provide adequate accommoda- 
tions for your private patients at $2.50 or $3.00 
per day and you must know that it costs more 
than this amount to provide the service. Pow- 
erful insurance lobbies have so influenced legis- 
lation in many states that workmen’s compen- 
sation cases must be cared for by hospitals at 
less than cost. An instance of further injustice 
is such a limitation of liability as obtains in 
this State of Louisiana, where a maximum 
amount of $250.00 must cover hospitalization, 
professional fees, and all expenses incidental to 
compensable illness or injury.2 Prorating ac- 
counts rendered in such cases results in a further 
loss to hospitals unless the insurance company 
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is one which meets its moral as well as its legal 
obligations. 


As Dr. Wm. H. Walsh has pointed out, 
“Workmen’s compensation cases, by no stretch 
of the imagination, can be considered charity 
cases and should properly be a charge against 
the industry concerned.’* 

The average hospital bed represents an in- 
vestment of $5,000.00 and, although fixed 
charges are usually not included in estimating 
cost per patient per diem, this item alone would, 
at 6 per cent, represent a cost of almost one 
dollar per day per bed. In a hospital with an 
average occupancy of 50 per cent, fixed charges 
per patient per diem are, of course, doubled. 

Rorem has shown that if the hospital capital 
of the United States were to have been supplied 
by the 140,000 physicians of this country, there 
would have been required an initial investment 
of $22,000.00 each and a current contribution 
from each of about $1,500.00 annually to pro- 
vide for depreciation.4 Consequently, only a 
small proportion of the hospitals are owned pri- 
vately, the so-called proprietary hospitals. The 
great bulk are non-profit association hospitals 
and represent a tremendous investment. These 
are at your service, but actually they belong to 
the public who, in most instances, have sub- 
scribed generously for hospital drives and build- 
ing campaigns. Frequently, too, such subscrip- 
tions are solicited for the implied purpose of 
providing care for the indigent sick, when the 
ultimate use to which they are put is as a pala- 
tial pavilion for private patients. 


OPEN AND CLOSED HOSPITALS 


You are familiar with the advantages and dis- 
advantages of each type of hospital. The open 
hospital may better serve the community in that 
it makes provision for all registered physicians 
and enables even the practitioner of mediocre 
ability to improve by contact with his more 
skilled brethren. Undoubtedly, however, stand- 
ards are higher in a closed staff hospital and, in 
any hospital with a public or general ward serv- 
ice, the care of these patients should be en- 
trusted to a fixed staff. The combined open- 
closed staff hospital, that is, one in which the 
semi-private or private accommodation is avail- 
able for any reputable physician, is quite feasi- 
ble, but the better hospitals of this type have 
found it necessary, at least in surgery, to re- 
strict the privileges extended. Indifferent and 
promiscuous surgery by untrained or under- 
trained occasional operators is tending to 


778 SOUTHERN MEDICAL JOURNAL 


threaten surgery with disrepute and it is rea- 
sonable to expect the profession itself to assist 
the hospital to raise its standards and eliminate 
its hazards. The work of such bodies as the 
American Hospital Association and the Ameri- 
can College of Surgeons has resulted in a rais- 
ing of the level of general hospital service 
throughout the country, but many institutions 
which proudly display a Class A certificate of 
rating are meeting only by a dangerously small 
margin the minimum requirements for accept- 
ance. 


POST MORTEMS 


I cannot resist the temptation to make, at 
this time, an appeal to you for more coopera- 
tion with your hospital in obtaining autopsies. 
“A hospital is as big as its Department of Pa- 
thology” and it is upon the rock of pathology 
that you have built your clinical knowledge. 

No less important are the case records of your 
patients and all responsibility for these cannot 
be shifted to the intern or resident staffs who 
serve you. 


HOSPITAL ECONOMIES AND ECONOMICS 


Periodic pleas to resident staffs of interns and 
nurses to avoid waste are futile when attending 
physicians insist upon extravagances. Yards of 
adhesive are often demanded where a few adhe- 
sive strips would suffice. Absorbent cotton, 
sponges, and dressings are often used indiscrimi- 
nately when smaller quantities would not only be 
sufficient, but would insure greater comfort to 
the patient. 

Stock lists of drugs and medicines are in use 
in better hospitals and, from these, a physician 
may prescribe without extra cost to his patient. 
It is a daily occurrence, however, to find that a 
proprietary product is prescribed and insisted 
upon when the identical thing under its pharma- 
ceutical name would serve the same purpose. 
The proprietary article costs many times more 
and must be charged to the patient. The phar- 
maceutical preparation would, in most cases, be 
supplied free from stock. I refer to such prepa- 
rations as phenobarbital sodium powder, which 
costs about $11.50 per pound, whilst the pro- 
prietary product costs $5.50 per ounce, and 
theobromine sodium salicylate, which costs 
about $3.00 per pound, whereas the proprietary 
product costs $1.85 per ounce. Only recently I 
saw a prescription for a proprietary product, an 
aromatic elixir of sodium sulpho-cyanide for the 
treatment of hypertension. It cost the hospital 
or the patient 75 cents. The identical pharma- 
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ceutical preparation would have cost 8 cents 
from the hospital pharmacy. It is such items 
as these which go to increase the cost of hos- 
pitalizing your patient. 

Most hospitals have found it necessary to 
protect themselves and their patients against de- 
liberate dead beats by asking for an initial de- 
posit and requesting a guarantee of payment at 
time of admission. A hospital is not a business, 
but it must be operated in a business-like man- 
ner, and too seldom dees the physician who re- 
fers the patient assist by giving suggestions and 
advice regarding type and cost of accommoda- 
tion to the patient and information regarding 
the patient’s status to the hospital. 


THE NURSING PROBLEM 


You are probably familiar with the general 
nursing situation throughout the country. In 
1900 there were 11,000 nurses graduated from 
the nurses’ training schools of the United States. 
In 1930 there were over 200,000. Overproduc- 
tion has led to widespread unemployment. Hos- 
pitals are reducing their enrollment of student 
nurses and increasing the number of graduate 
staff nurses. Entrance requirements are being 
made more stringent and stipends are being dis- 
continued. While it is true that the larger in- 
stitutions are beginning to realize that a train- 
ing school for nurses should be regarded as an 
educational responsibility rather than an eco- 
nomic asset, too many hospitals still look upon 
the student nurse as cheap labor when the 
training school budget is made. Further, it 
may properly be asked why the cost of educat- 
ing a nurse should be borne by the pay patient 
in any hospital. Rarely, however, is state aid 
available or an endowment fund provided for 
such a purpose. 

Commendable are the efforts of national and 
state nursing organizations to raise the stand- 
ards of their profession, but one cannot help 
suspecting that the pendulum may swing too 
far in the other direction from the “Sairey 
Gamp” standards of the last century. A pe- 
rusal of the papers of most state registration 
examinations and of the curricula laid down 
as minimum requirements suggests that the 
nurse of the future may have to be, if not 
a doctor of medicine, at least a doctor of 
philosophy. Basic sciences are being empha- 


sized more than bedside care, and_theoret- 
ical classroom instruction more than practical 
nursing procedures. It is not surprising that 
the public often regards the graduate nurse as 
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a strange creature who is trained like a physi- 
cian, registered like a race horse, and salaried 
like a bank president. Group nursing is being 
tried in an attempt to furnish adequate nursing 
service at lower cost by spreading the charge, 
but all such plans in behalf of the patient must 
fail unless the hospital receives the cooperation 
of the physician. 

Flat rate systems, particularly for obstetrical 
patients, are being adopted and plans are being 
tried for deferred payments. All these are at- 
tempts on the part of the hospital to meet the 
needs of the patient of moderate means. Much 
publicity has been given to some recent expen- 
sive experiments in building and operating hos- 
pitals for middle class patients. A measurement 
with a Southern yardstick of their costs and 
charges, their subsidies and deficits would sug- 
gest that their clientele must be at least well- 
to-do. An interesting feature of the Baker Me- 
morial system at the Massachusetts General 
Hospital is the limitation of the professional fee 
and its collection by the hospital for the physi- 
cian.® 

Would it be heresy for me to predict that 
the hospital of the future will control and col- 
lect the professional fees? It is the trend of the 
times. In hospital service itself, the nuisance 
charges, or small charges for extras, are being 
abolished, and- the probability is that, before 
very long, the daily rate will be inclusive of 
all charges and no separate accounts will be ren- 
dered even for such laboratory services as x-ray 
and pathology or for the use of the operating 
rooms. 


The development may be slow and the medi- 
cal profession will watch it with considerable 
suspicion, for always there will be present the 
specter of corporate practice and the bogey of 
state medicine. The series of proposals dealing 
with economic relations between hospitals and 
physicians which were presented at the Detroit 
meeting of the American Medical Association in 
June, 1930, indicate the fear on the part of the 
profess‘on of exploitation by the hospitals,® and 
the failure of the recent Rosenwald Fund ex- 
periment in Keokuk, Iowa," is significant of the 
oa of the profession towards the new or- 
er. 

Hospitals are criticized for the dispensary or 
outpatient work which they do and are accused 
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of pauperizing the people. Reputable hospitals 
protect their staffs against such abuse, however, 
and careful surveys have shown that in non- 
political institutional clinics where eligibility to 
clinic service is determined by trained investi- 
gators, the extent of dispensary abuse is almost 
negligible.6 Furthermore, such outpatient serv- 
ices have, in most cases, been instigated by 
hospital boards at the request of the professional 
staff. If payment is to be provided for the phy- 
sicians who work in such clinics, it might reason- 
ably be asked if that would not be an extension 
of that corporate practice which you so heartily 
condemn. 


The greatest philanthropic institution without 
exception is the medical profession and the pub- 
lic regards complacently a system which relieves 
the taxpayer of a vast financial burden. That 
is only one side of the picture. The other is that 
the hazards of illness cannot be provided against 
and the distribution of ‘costs of illness are ex- 
tremely unequal. Stubborn opposition to change 
will probably result only in the assumption of 
responsibility for the solution of such problems 
by the public through its governing and legisla- 
tive bodies. The crafty and astute politician 
is around the corner waiting to capitalize the 
chaos which we are accused of creating and the 
Committee on the Cost of Medical Care will 
achieve something worthwhile if its final re- 
ports next year at least clear the fog of suspi- 
cion and point the path to a closer and more 
common sense relationship between the public, 
the physician and the hospital. 


Intelligent study and constructive planning by 
the profess:on in cooperation with the hospitals 
may not only cure the ills we have, but avert 
the ones we know not of. 
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BIRMINGHAM WILL ENTERTAIN 
SOUTHERN MEDICAL ASSOCIA- 
TION IN 1932 


The Southern Medical Association was organ- 
ized in Chattanooga in 1906, but the first meet- 
ing was held in Birmingham in November, 1907. 
After a quarter of a century of progress and 
achievement it comes back to Birmingham and 
Alabama in 1932. 


In 1907, the Southern Medical Association 
had less than 300 members. The older physi- 
cians who attended the first meeting in Bir- 
mingham will recall the small attendance; but 
they have not forgotten the enthusiasm of the 
founders who then had the vision of a great 
medical organization, one that was destined to 
play a major part in the development of scien- 
tific medicine in the South. Many of the pio- 
neers, among whom may be mentioned G. C. 
Savage of Nashville, Frank Jones of Memphis, 
H. H. Martin of Savannah, J. M. Jackson of 
Miami, Isadore Dyer and Oscar Dowling of New 
Orleans, and B. L. Wyman of Birmingham, who 
blazed the trail for the upbuilding of a distinc- 
tively Southern medical organization, which now 


THE 


July 1932 


has a membership of nearly 7,000 members, have 
gone to their reward; but their spirit lives and 
throbs with enthusiasm and pride in the annual 
meetings with an average attendance of 2,000 
of the progressive physicians of the South work- 
ing in sixteen scientific sections and five con- 
joint meetings. Those pioneers also had the 
dream of a stable, high-class medical journal in 
the South, one that would give opportunity for 
the expression of the advances and progress in 
medicine by Southern physicians. The Soutn- 
ERN MEDICAL JOURNAL, which many regard as 
the best monthly medical journal published in 
America, is the fulfillment of their well directed 
efforts. 

The Birmingham of today, the “Magic City” 
with a metropolitan population of 382,392, the 
third largest city in the South (U. S. Census 
report for 1930) is quite different from the over- 
grown mining and manufacturing town of 35,000 
population in 1907. It now has splendid ho- 
tels, magnificent public buildings, and one of 
the most beautiful residential sections of any 
city in the world. Birmingham’s iron and steel 


_ mills and other manufacturing industries add 


to its attractions to visitors. Birmingham is not 
only the geographic center of the South but the 
center of population for the sixteen Southern 
states. It is easily accessible, with sleeping cars 
leaving every important city in the South each 
night and morning for Birmingham. Likewise, 
one can travel on paved roads from every state 
in the South to Birmingham. There can be no 
doubt that the 1932 meeting of the Southern 
Medical Association will be the largest in its 
history. Birmingham is amply prepared to take 
care of all the physicians and their wives who 
may attend. 

Since Birmingham is the headquarters of the 
Southern Medical Association and the home of 
the SourHERN Mepicat JourRNAL, its official 
family will be pleased to welcome the physicians 
of the sixteen Southern states who have made 
the Association and its JouRNAL what they are 
today. Each individual employe of the Associa- 
tion and member of the Jefferson County Med- 
ical Society will be happy to aid in every way 
possible to make the visit of those who come to 
Birmingham in 1932 both profitable and pleas- 
ant. 
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MAGNESIUM DEFICIENCY 


The science of nutrition has evolved to that 
stage where methods of examination of different 
dietary components are well established. It re- 
mains for them to be applied by capable bio- 
chemists to the many still unstudied elements 
which are usually incorporated in the simple ex- 
perimental rations. 


Magnesium, which is found most abundantly 
in teeth and bones, is one of the elements which 
is quite difficult to leave out of a limited diet- 
ary. It is found in many foods whose life-giv- 
ing nature is already established, and usually it 
may not be separated from these without ‘de- 
stroying their nutritive properties. According to 
Kruse, Orent and McCollum,! whose skill in bio- 
chemical analysis is well known, a magnesium- 
free ration containing the other known essential 
dietary components cannot be prepared. One 
may, however, produce a magnesium poor ra- 
tion, which is of considerable experimental in- 
terest. 

By using methods of spectographic analysis, 
which are very delicate, the Hopkins workers 
succeeded in developing a diet with only 1.8 
parts per million of magnesium. When young 
newly weaned rats were placed on this, a spec- 
tacular series of events was observed, leading to 
an early and violent death. The picture of mag- 
nesium deficiency developed rapidly and was 
very marked and constant. 

Within three to five days all exposed skin 
areas became vividly red from vasodilatation 
and hyperemia. This reddened appearance was 
intensified to the eleventh or fourteenth day. 
It then slowly subsided and was followed by 
pallor and cyanosis. The animals were ex- 
tremely irritable and hyperexcitable, startled by 
noises and shadows, and easily thrown into con- 
vulsions of a peculiar type. Only about 14 
per cent of rats survived the first attack of 
convulsions. In other words, very few of them 
lived longer than two weeks on a ration inad- 
equate in magnesium. In animals which sur- 
vived deprived of magnesium for four to six 
weeks, circumscribed skin lesions, erythematous 
and desquamatous areas and thinning of the coat 
were noted. The nails were brittle and curving, 
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there was considerable hair loss around the eyes, 
the urine was deeply pigmented and occasionally 
contained blood. Changes in the teeth were 
marked. The gums were swollen, hyperemic and 
receding. The molars and lower incisors were 
loose. 


To those who believe that the structure of 
the teeth is fixed in prenatal life, or before they 
are erupted, and is not affected by later living 
conditions, this is a striking refutation. In a 
very few weeks of deficiency of a single mineral 
in formerly healthy animals, dental disease ab- 
ruptly manifested itself. In the skin and integu- 
ment a few weeks of the same disorder pro- 
duced characteristic hair and nail abnormalities. 
This finding adds one more complication to 
the diagnostic task of the skin specialist. Kid- 
ney disease was demonstrated from the appear- 
ance of the urine. The tremendous effect upon 
the nervous system was apparent from the ex- 
citability of the animals and the ease with which 
they were thrown into convulsions by any sud- 
den noise within the first two weeks of depriva- 
tion. 

Thus an experimental disease was produced in 
case of which, if the patient had been human, 
an internist, a dermatologist, a urologist, a neu- 
rologist and a dentist might have been called 
into fruitless consultation. 

Magnesium is not an element whose deficiency 
one has been led to fear, as one does, for ex- 
ample, that of calcium. It is so common in food 
and in soils that magnesium deficiency is pos- 
sibly a medical curiosity. On the other hand, 
one never knows what effect the milder deficien- 
cies acting over a long period may have on hu- 
man kind. The Baltimore workers suggest that 
the pediatrician may encounter a low magnesium, 
as well as a low calcium, tetany. 

They have demonstrated that magnesium is 
essential to life, not merely an inactive ingre- 
dient in the tissues. 

The variations and yet specificity of the syn- 
dromes if, for examples, iron, copper, manganese, 
magnesium, a growth limiting protein, fat or 
vitamin, is eliminated from the ration of an 
animal, give some inkling of the difficulties of 
determining the etiological factors of many hu- 
man diseases, which may offer similar pictures, 
rarely from a deficiency of a single food ele- 
ment. 
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GLEANINGS FROM RECENT JOURNALS 


A Chemical Test for Pregnancy.—The Asch- 
heim-Zondek test for pregnancy has proved as 
nearly 100 per cent accurate as any laboratory 
test can be. It is simple of execution when one 
considers the complexity of the biological re- 
actions involved. It has*the disadvantage, how- 
ever, of requiring the use of living animals, 
which are never easy to keep. 

Many chemical and biological tests for preg- 
nancy before the Aschheim-Zondek were tried 
and found wanting. A recent innovation offered 
is a test which involves chiefly the addition of 
bromine to the urine under investigation, with a 
subsequent characteristic color reaction in cases 
of pregnancy. The color reaction is said to be 
definitely dependent upon the presence of histi- 
dine in the urine. Whether histidine occurs in 
urine only during pregnancy and always during 
pregancy remains to be learned. The report deals 
merely with the chemistry of the color reaction 
of bromine and certain specimens. Clinical re- 
ports of the specificity of the method as a preg- 
nancy test will be of interest. 

Gonads and Protein Metabolism.—Creatine 
and its anhydride, creatinine, two nitrogenous 
products, were early investigated by biochem- 
ists. The former is excreted in the urine only 
in childhood; the latter is excreted in rather 
constant quantity, depending upon the diet, 
throughout adult life. From the University of 
Capetown? come recent investigations of creatine 
excretion after castration, which is said to in- 
duce changes in the metabolism of nitrogen. It 
is occasionally reported that in eunuchs, who 
are castrated before puberty, childhood excre- 
tion of creatine continues throughout adult life. 
This is also denied. 

The Capetown workers report that no creatine 
was found in the urine of adult castrated male 
rabbits. They observed, however, that the rab- 
bits which, like human beings, usually excrete 
rather a constant quantity of creatine, after cas- 
tration excrete a much larger amount, the uri- 
nary creatine being increased 25 to 50 per 
cent. Subsequent grafting of normal testes 
causes a fall to the normal amount of creatinine 
in the urine, and removal of the graft is fol- 
lowed again by the rise. 

This is one of the general effects upon the 
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physiology of the whole body, of ablation of the 
sex glands. 


A Medical Strike in Budapest—In this coun- 
try it is the long established custom for physi- 
cians to do charity work with no compensation 
in hospitals supported by public funds and else- 
where. Not merely young men just starting out 
in medicine, but men of long experience give their 
services to the needy in or out of hospitals with- 
out charge. Physicians of Budapest have evi- 
dently concluded that this condition has con- 
tinued long enough. The Hungarian Medical As- 
sociation, according to the British Lancet,> has 
forbidden its members to accept any unpaid em- 
ployment. Seventy young physicians, according 
to this journal, struck because not even a modest 
salary was granted to them at dispensaries of 
Jewish hospitals in Budapest. The posts at 
these hospitals were therefore subject to “‘carete” 
by the Association, which means that anyone 
who takes them is to be unrecognized by the 
medical profession. 


Book Reviews 


Allergy and Applied Immunology. A Handbook for 
Physician and Patient on Asthma, Hay-Fever, Urti- 
caria, Eczema, Migraine and Kindred Manifestations 


of Allergy. By Warren T. Vaughan, M.D., Rich- 
mond, Virginia. 359 pages with illustrations, tables 
and charts. St. Louis: The C. V. Mosby Company, 


1931. Cloth, $4.50. 

This short work is written largely in the form of a 
questionnaire by allergic patients with answers by the 
physician. It will be helpful in the instruction of al- 
lergic patients, and this is the author’s purpose in 
writing it. It will be of interest to the general practi- 
tioner who would like to be able to answer questions 
propounded by allergic patients. It should, of course, 
be used by patients only under the guidance of an ex- 
perienced physician. It would be unfair both to the 
patient and the book to give it to patients for self- 
treatment. While it sacrifices detail for brevity more 
often than might be desirable to some, it is well written 
and dependable, and a most creditable work. 


Handbook of Tropical Fevers. By N. P. Jewell, M.D., 
DP.H., F.R.CS.I., European Hospital, Nairobi, 
Kenya, and W. H. Kauntze, M.D., D.P.H., Deputy 
Director of Laboratory Services, Kenya. With a fore- 
word by A. T. Stanton, C.M.G., M.D., F.R.C.P., Chief 
Medical Adviser to the Secretary of State for the 
Colonies. 485 pages with illustrations. New York: 
William Wood & Co., 1932. Cloth, $6.00. 

The book is written to fill the needs of the medical 
student, the practising physician in the tropics, and 
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those in temperate zones called upon to treat tropical 
fevers. 

Each febrile tropical disease is covered complete’y. 
The authors show the influence of their teacher, Sir 
Patrick Manson. Accepted methods of treatment are 
given, the authors always stating their preference when 
more than one treatment is presented. The text is 
thoroughly up to date and recent advances and research 
in tropical fevers are given in detail. 

Throughout the book the intention of the writers is 
to stress diagnosis and to indicate when laboratory 
methods are needed. Careful instructions are outlined 
in the execution of the simpler methods. 


Manual of Bacteriology. By Robert Muir, M.A., M.D., 
Sc.D., LL.D., F.R.S., Professor of Pathology, Univer- 
sity of Glasgow, and the late James Ritchie, M.A., 
M.D., F.R.C.P. (Ed.), late Irvine Professor of Bac- 
teriology, University of Edinburgh, Formerly Fel!ow 
of New College, Oxford. Revised by Carl H. Brown- 
ing, M.D., D.P.H., F.R.S., Gardiner Professor of Bac- 
teriology, University of Glasgow, and Thomas J. 
Mackie, M.D., D.P.H., Irvine Professor of Bacteriol- 
ogy, University of Edinburgh. Ninth Edition. 866 
pages with 212 illustrations and 6 colored plates. 


New York: The Oxford University Press, 1932. Cloth, 

$4.75. 

The ninth edition of this bacteriology, which was first 
published in 1897, has been brought up to date. The 
tone is conservative and without prejudice. 
nothing of importance is omitted. 


Apparently 


Pathology for Nurses. By Eugene C. Piette, M.D., Pa- 
thologist and Director of the Clinical Laboratories of 
the West Suburban Hospital, Oak Park, Illinois; Con- 
sultant Pathologist, Chicago State Hospital. 251 
pages with 65 illustrations, some in colors. Philadel- 
phia: F. A. Davis Company, 1932. Cloth, $1.75. 
This is a brief text of fifteen chapters. Eight chap- 

ters are devoted to inflammation, retrogressive and 

progressive changes, tuberculosis, syphilis and tumors, 
one to post mortem examination and the remainder to 
the body fluids and excretions. The two final chapters 
on the collecting and handling of specimens are of espe- 
cial value. The material is rather sketchy in amount. 

The propriety of including symptomatology and diag- 

nosis should be left to the lecturer. At the end of each 

chapter is a list of questions to aid in review. 


Southern Medical News 


ALABAMA 


The Jefferson County Medical Society, Birmingham, observed 
“Southern Medical Association Month” in June, each Monday 
having an officer of the Southern Medical Association to conduct 
a clinic in the forenoon and address the Society in the evening: 
On June 6 Dr. Emmett R. Hall, Memphis, Tennessee, Chairman 
of the Section on Dermatology and Syphilology; June 13 Dr. 
W. R. Buffington, New Orleans, Louisiana, Chairman of the 
Section on Ophthalmology and Otolaryngology; June 20 Dr. 
Horton Casparis, Nashville, Tennessee, Chairman of the Section on 
Pediatrics; and June 27 Dr. C. Sidney Burwell, Nashville, Ten- 
nessee, Chairman of the Section on Medicine. 


SOUTHERN MEDICAL JOURNAL 


783 


DEaTHS 


Dr. William Bennett Jeffries, Citronelle, aged 78, died April 15. 
Dr. Richard Kersey Horn, Brantley, aged 75, died March 29 
of cirrhosis of the liver. 


ARKANSAS 

The Crawford County Medical Society has elected the fol- 
lowing officers for the coming year: Dr. John Stewart, Van 
Buren, President; Dr. John B. Trice, Van Buren, Vice-Presi- 
dent; and Dr. Frank G. Engler, Mountainburg, Secretary-Treas- 
urer. The Society has changed its time of meeting to noon of 
each Tuesday. 

The Medical Society of the Ninth Councilor District met at 
the Basin Park Hotel, Eureka Springs, in June. 


Dr. Charles Travis Drennen, Hot Springs, aged 67, died 
April 26. 

Dr. Thaddeus Cothern, Jonesboro, aged 52, died May 17. 

Dr. Jesse B. Munn, Vilonia, aged 78, died May 5S. 

Dr. James Franklin Crump, Pine Bluff, aged 58, died May 6 
as the result of a stroke of paralysis. 

Dr. Edward Ralph Cotham, Monticello, aged 51, died April 30 
of arteriosclerosis and coronary occlusion. 


DISTRICT OF COLUMBIA 
The Gorgas Memorial Institute, Washington, has announced 
the winners of the Doherty Prize in the essay contest for the 
best paper submitted on tHe subject of malaria, the first prize 
going to Miss Harriet Jones, Albany, New York, high school girl. 
Dr. Earl B. McKinley, Dean, George Washington University 
School of Medicine, Washington. gave 2" address recently before 
the Richmond Academy of Medicine, Richmond. 
Dr. Oscar B. Hunter, Washington, was elected Secretary of 
the American Therapeutic Society at a recent meeting. 


DEATHS 


Dr. Albert Montgomery Dupuy McCormick, Medical Director, 
Rear Admiral, U. S. Navy, retired, aged 66, died in Washington 
April 20 of coronary thrombosis. 


FLORIDA 
The Florida State Medical Association, at its fifty-ninth -n- 


nual meeting, held recently, elected the following officers for 
the coming year: Dr. Gerry R. Holden, Jacksonville, President; 
Dr. Jack Halton, Sarasota, Dr. Eugene G. Peek, Ocala. and Dr. 
William C. Thomas, Gainesville, Vice-Presidents; and Dr. Shaler 
A. Richardson, Jacksonville, reelected Secretary. 

The Florida Radiological Society at a recent meeting elected 
the following officers for the coming year: Dr. Orion O. Feaster, 
St. Petersburg, President; Dr. Frederick K. Herpel, West Palm 
Beach, Vice-President; and Dr. W. McL. Shaw, Jacksonville, 
Secretary. 

The Brevard County Medical Society has elected the following 
officers for the coming year: Dr. I. M. Hay, President; and 
Dr. I. K. Hicks, Secretary; both of Melbourne. 

The Manatee County Medical Society has elected the following 
officers for the coming year: Dr. W. D. Sugg, Bradenton, Presi- 
dent; Dr. H. Gates, Bradenton, Vice-President; and Dr. A. Q. 
English, Palmetto, Secretary-Treasurer. 

Dr. Thomas E. Buckman, Jacksonville, was recently the prin- 
cipal speaker at the weekly luncheon of the Lions Club. 

Dr. A. B. Cannon, Lacoochee, President of the Pasco-Hernando- 
Citrus County Medical Society, has been doing postgraduate work 
at Tulane University, New Orleans. 

Dr. Duncan Owens, formerly of Atlanta, has located in Miami 
Beach and is associated with Dr. Arthur L. Walters. 


DEATHS 


Dr. Norman M. Heggie, Jacksonville, aged 56, died May 9 


of a heart attack. 

Dr. Edgar Melville Hatton. Orlando, aged 80, died March 20 
in a local hospital of nephritis. 

Dr. Gelon B. Smithson, Wellborn, aged 64, died April 11 of 
myocarditis and influenza. 


GEORGIA 
The Colquit County Medical Society has elected the following 
officers for 1932: Dr. J. E. Lanier, President; Dr. T. H. 
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Chesnutt, Vice-President; and Dr. C. C. Brannen, Secretary- 
Treasurer; all of Moultrie. 

Blue Ridge Society has elected the following officers for 1932: 
Dr. J. S. Tankersley, Ellijay, President; Dr. N. C. Goss, Ellijay, 
Vice-President; and Dr. C. B. Crawford, Blue Ridge, Secretary- 
Treasurer. 

Franklin County Medical Society has elected the following of- 
ficers for 1932: Dr. Stewart D. Brown, Royston, President; and 
Dr. B. T. Smith, Carnesville, Secretary-Treasurer. 

Hancock County Medical Society has elected the following 
officers for 1932: Dr. Horace Darden, President, and Dr. H. 
L. Earl, Secretary-Treasurer; both of Sparta. 

Taylor County Medical Society has elected the following officers 
for 1932: Dr. S. H. Bryan, Reynolds, President; and Dr. R. 
C. Montgomery, Butler, Secretary-Treasurer. 

Toombs County Medical Society has elected the following offi- 
cers for 1932: Dr. H. D. Youmans, President, and Dr. W. W. 
Odom, Secretary-Treasurer; both of Lyons. 

Upson County Medical Society has elected the following offi- 
cers for 1932: Dr. B. L. Bridges, President; Dr. B. C. Adams, 
Vice-President; and Dr. R. L. Carter, Secretary-Treasurer; all of 
Thomaston. 

Walton County Medical Society has elected the following offi- 
cers for 1932: Dr. J. B. H. Day, Social Circle, President; Dr. 
T. R. Aycock, Monroe, Vice-President; and Dr. W. H. Lott, 
Monroe, Secretary-Treasurer. 

The Georgia Pediatric Society, at its annual meeting in May, 
elected the following officers for the coming year: Dr. M. 
Hines Roberts, Atlanta, President; Dr. Mercer Blanchard, Colum- 
bus, Vice-President; and Dr. Roger W. Dickson, Atlanta, Secre- 
tary-Treasurer. 

Dr. W. S. Elkin, Atlanta, Dean Emeritus of Emory University 
School of Medicine, was recently honored when_ his portrait 
was presented to Emory University. On April 11 Dr. Elkin was 
honored by members of the Fulton County Medical Society at a 
dinner at the Atlanta-Biltmore Hotel. Dr. Elkin has been ac- 
tively engaged in the practice’ of medicine for fifty years, and 
has been on the faculty of Emory University School of Medicine 
for forty-three years. 

Dr. Walter R. Holmes, Atlanta, is the newly elected President 
of the Southern Society of Clinical Surgeons. Dr. W. Perrin 
Nicolson, Atlanta, was reelected Secretary-Treasurer. 

The staff of the Cook County Hospital held its regular sum- 
mer clinics during the month of June. 

Dr. T. H. D. Griffitts, formerly of Albany, with the U. S. 
Public Health Service, has been ordered to points in Central 
and South America. 

Dr. and Mrs. C. B. Lord, Jefferson, recently entertained mem- 
bers of the Jackson County Medical Society. 

Dr. T. F. Abercrombie, Atlanta, Director of the Department 
of Public Health, announces the following appointments to the 
Advisory Board for the Department of Public Health: Dr. J. A. 
Redfearn, Albany; Dr. C. L. Ridley, Macon; Dr. Arthur G. 
Fort, Atlanta; Dr. H. L. Erwin, Dalton; and Dr. William H. 
Myers, Savannah. 

Dr. W. H. Lott, Monroe, has returned from New York, where 
he has been doing postgraduate work, and has resumed his prac- 
tice. 

Dr. and Mrs. E. H. Lamb, Demorest, recently entertained the 
members of the Habersham County Medical Society. 

Dr. and Mrs. Horace Darden, Sparta, entertained the mem- 
bers of the Hancock Medical Society at a dinner recently. 

Manchester’s City Commission recently let a contract for the 
construction of a municipal water filtration plant. This new 
purification plant will insure a safe public water supply. 

Emory University School of Medicine was recently presented 
with a handsome portrait of the late Dr. J. D. Westmoreland, 
of Atlanta, co-founder of the Atlanta School of Medicine. 

Grace Hudson has resigned as Superintendent of the Dunson 
Hospital at LaGrange. 


DEATHS 


Dr. George M. Niles, Atlanta, aged 67, died recently, following 
a sudden heart attack at his office. 

Dr. Franklin Edward Williams, Vienna, aged 60, died April 25 
of heart disease. 

Dr. Clarence Mann Paine, Atlanta, aged 71, died April 28 of 
acute intestinal obstruction. 

Dr. Robert H. Wicker, Rome, aged 74, died April 10 of pneu- 
monia. 

Dr. W. J. Houston, Jr., Decatur, aged 67, died April 15. 

Dr. Alex S. Cooper, Powelton, aged 78, died April 23. 

Dr. John H. Phillips, Decatur, aged 66, died April 16 in a 
hospital in Atlanta. 

Dr. D. P. Nash, Lovejoy, aged 81, died April 28. 


KENTUCKY 

The Christian County Medical Society, at a recent meeting, 
had the following guest speakers: Dr. Robert Lyle Motley and 
Dr. Thomas D. Moore, Memphis; Dr. William D. Haggard and 
Dr. Carl R. Crutchfield, Nashville. 

Members of the Jefferson County Medical Society, at a recent 
meeting, enjoyed a symposium on diseases of the ear, which was 
presented by Dr. Albert L. Bass, Dr. Walter Dean, Dr. Gaylord 
C. Hall and Dr. Franklin Jelsma, all of Louisville. 

Dr. Richard T. McMurty and Miss Pauline Jett, both of 
Covington, were married April 15. 

DEATHS 

Dr. Sanford Lammie Givan, Spring Lick, aged 74, died April 
2 of heart disease. 

Dr. Calvin R. Johnson, Eminence, aged 77, died April 3 of 
pneumonia. 

Dr. William H. Krieger, Dayton, aged 85, died in March. 

Dr. Elisha Bishop, Turners Station, aged 83, died March 17. 


Dr. Louis A. Mehler, Louisville, aged 60, died March 30 of 
heart block. 

Dr. John Anderson Burris, Riverside, aged 54, died April 17 
of cardiac asthma. 

Dr. Alva Thompson McKinney, Elkton, aged 75, died April 29 
of angina pectoris. 

Dr. Thomas R. Howell, Madisonville, aged 59, died April 25 
of chronic nephritis. 


Dr. James B. Steedman, Louisville, aged 69, died March 30 of 
cerebral hemorrhage. 


LOUISIANA 

At the fifty-third annual meeting of the Louisiana State Medi- 
cal Society in May Dr. Roy B. Harrison, New Orleans, was 
installed as President and the following officers elected for the 
coming year: Dr. Carl A. Weiss, Baton Rouge, President-Elect; 
Dr. James T. Nix, Jr., New Orleans, Dr. Charles M. Horton, 
Franklin, and Dr. Willis P. Butler, Shreveport, Vice-Presidents; 
and Dr. Paul T. Talbot, New Orleans, reelected Secretary. 

Dr. F. E. LeJeune, New Orleans, member of the faculty of 
the Graduate School of Medicine of Tulane University, recently 
held a clinic and addressed the meeting of the Dallas Academy 
of Ophthalmology and Otolaryngology. 

Dr. J. Raymond Hume and Dr. F. E. LeJeune are the newly 
elected surgeons in charge of the Ear, Nose and Throat Depart- 
ment of the Eye, Ear, Nose and Throat Hospital, New Orleans, 
and Dr. M. Earle Browne has been named surgeon in charge of 
the Eye Department. 

Dr. George S. Bel, New Orleans, Professor Emeritus of Theory 
and Practice of Medicine and Clinical Medicine, Tulane Univer- 
sity, has been appointed to succeed the late Dr. Birney Guthrie 
as Professor of Principles and Practice of Medicine at the 
Louisiana State University Medical Center. 

Dedication ceremonies of the new Louisiana State University 
Medical Center, New Orleans, were held in May on the grounds 
of Charity Hospital, with Dr. Emmett L. Irwin, master of 
ceremonies, and Dr. Arthur Vidrine, Dean of the Medical Center, 
making introductory remarks. 

Dr. H. C. Hatcher, formerly of Shreveport, has moved to 
Baton Rouge, where he will be associated with the Standard Oil 
group. 

Dr. W. R. Buffington, New Orleans, recently held an ophthal- 
mological and otolaryngological clinic in Birmingham, Alabama, 
at the invitation of the Jefferson County Medical Society, Bir- 
mingham, and addressed members of the County Society. 

The Louisiana State Pediatric Society, at its recent meeting, 
elected the following officers for the coming year: Dr. Cecil O. 
Loria, Baton Rouge, President; Dr. Edwin A. Socola, New Or- 
leans, Vice-President; and Dr. Maud Loeber, New Orleans, Sec- 
retary-Treasurer. 

Dr. Clarence Pierson, Pineville, has been elected President of 
the Louisiana Hospital Association. 

The following officers have been elected for the Louisiana State 
Coroners’ Association: Dr. Willis Butler, Shreveport, President; 
Dr. C. M. Horton, Franklin, Vice-President; Dr. L. L. Ricks, 
Independence, Secretary-Treasurer. 

The Southern Interurban Gynecological and Obstetrical Society 
held its second meeting recently in New Orleans and elected the 
following officers for the coming year: Dr. J. W. Turner, At- 
lanta, Georgia, President; Dr. W. T. Pride, Memphis, Tennessee, 
Vice-President, and Dr. Percy H. Wood, Memphis, Tennessee, 
Secretary-Treasurer. 

DEATHS 


Dr. James’ Francis O'Leary, Shreveport, aged 85, died 
April 19. 


Continued on page 28 
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In Eczema apply 
Lenigallol-Zinc Ointment 


6% Lenigallol (triacetylpyrogallol) in Ung. Zinc. Ox. U.S. P. 


Council Accepted 


Produces a mild cauterization of the 
affected areas, allays itching and 
promotes growth of normal skin. 


Wrice for literature and 


free tube of 
6% Lenigallol-Zinc Ointment. 


BILHUBER-KNOLL CORP., 154 Ogden Ave., Jersey City, N. J. 


GILLILAND 


Tetanus Antitoxin 
(Ultra-Concentrated ) 
Small-Pox Vaccine Diphtheria Toxoid 
Typhoid Vaccine x Toxin-Antitoxin 


Scarlet Fever Antitoxin 
(Prophylactic and Therapeutic Pkgs.) 


Complete list of products sent on request 


THE GILLILAND LABORATORIES, Inc. 


Marietta, Pa. 


ME, 
& OS 
ile, 
¥ 
BOY 
@) 


28 SOUTHERN MEDICAL JOURNAL July 1932 


Building now for life! 


For growing children Horlick’s, used 
regularly, builds strength and resist- 
ance to disease. The results of the 
experiments conducted by the Depart- 
ment of Pediatrics, Marquette Univer- 
sity Medical School (Am. Jrl. Dis. 
Chil. 40:305) indicate that Horlick’s 
Malted Milk, prepared simply with 
water, adds zest for the regular meals 
and at the same time nourishes and 
strengthens. 


HORLICK’S Racin. Wis. 


Continued from page 784 


Dr. John Walter Lambert, Tangipahoa, aged 70, died 
March 28. 

Dr. J. N. Blume, Arcadia, aged 58, died April 27 of injuries 
received in an automobile accident. 


MARYLAND 


The University of Maryland, Baltimore, celebrated its one 
hundred and twenty-fifth anniversary on June 3. Dr. William 
H. Welch, Director Emeritusgof Johns Hopkins University, was 
one of the speakers on this occasion. 

The Medical and Chirurgical Faculty of Maryland, at a recent 
meeting, elected the following officers for the coming year: Dr, 
Joseph Albert Chatard, Baltimore, President; Dr. Samuel A. 
Nichols, Clarksville, Dr. Elliott H. Hutchins, Baltimore, and 
Dr. William S. Seymour, Easton, Vice-Presidents; Dr. Walter 
D. Wise, Baltimore, Secretary; and Dr. Charles E. Brack, Balti- 
more, Treasurer. 

Dr. William Sisson Gardner, Baltimore, Professor of Gynecol- 
ogy, University of Maryland Medical School, and Chief of the 
Gynecological Staff of Mercy and University Hospitals, was re- 
cently honored with a dinner given him by members of the 
medical profession in recognition of his long service in the 
Medical School. 

Dr. Henry E. Sigerist, Director of the Institute of History of 
Medicine at the University of Leipzig, will succeed Dr. William 
H. Welch on July 1 as Professor of the History of Medicine in 
Johns Hopkins University Medica School. 

The Medical Extension Division of the University of Maryland 
held its ninth annual review course for physicians in June. 

The American Therapeutic Society held its annual meeting in 
Baltimore in May and elected the following officers for the 
coming year: Dr. Frank Smithies, Chicago, President; Dr. 
Julius Friedenwald, Baltimore, First Vice-President; Dr. Alpheus 
F. Jennings, Detroit, Second Vice-President; Dr. Grafton Tyler 
Brown, Washington, Third Vice-President; Dr. Oscar B. Hunter, 
Washington, Secretary; and Dr. Alphonse McMahan, St. Louis, 
Treasurer. 

Dr. William R. Johnson and Miss Naomi I. Allen, both of 
Baltimore, were married recently. 


Continued on page 30 


PALATABLE 
DIURETIC 


The addition of a series of salts 
to pure water adds to its diuretic 
value and safeguards the patient 
against the abnormal manifesta- 
tions that may follow a lowering 
of the body’s salt concentration. 

Consumed in proper amounts, 
Kalak supplies the patient with 
necessary bases and fluid. Due to 
its contained calcium and magne- 
sium salts, abnormal hydration of 
body colloids does not follow its use. 


KALAK WATER CO.OF NEW YORK, INC. 
6 Church Street, New York City 


TRADE MARK REG. U.S PAT. OFF 
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Radiographs add certainty 


to Gastro-Intestinal Diagnoses 


AUTHORITIES agree that a large 
percentage of gastro-intestinal disorders 
can be correctly diagnosed by the radi- 
ologist. From the esophagus to the sig- 
moid, conditions which ordinarily pre- 
sent only obscure symptoms in many 
instances may be revealed in the radio- 
graphic study. The extent of tumors, 
diverticula, adhesions, ulcers, carcinoma 
may be visually demonstrated. 


Since radiography discloses many of 
these disorders in their earliest stages, 
the gastro-intestinal x-ray examination 
should be advised as soon as there is the 
slightest complaint of gastric distress. 


Eastman X-ray Films—Ultra-Speed 
and Diaphax—are a major contribution 
to modern radiography that is especially 
important in gastro-intestinal examina- 
tions. Their sensitivity and uniformity 
permit the radiologist to use short ex- 
posures that reduce the effect of move- 
ment... assure the degree of contrast 
so necessary to sharply define the limits 
of the opaque medium .. . facilitate 
standardization of technic. 


We shall be glad to send you the free publication 
“Radiography and Clinical Photography.”’ 
Theinformation inthis periodical keeps abreast 
of modern developments in the use of x-rays 
and clinical photographs in medicine. Merely 
mail the coupon. 


Radiograph of colon, which 
definitely exhibits the typical 
pouching in diverticulitis. 


EASTMAN KODAK COMPANY, Medical Division, 
| 347 State Street, Rochester, N. Y. 


Gentlemen: I am interested in the applications of radiography 
and clinical photography in medicine; please send 
me the free publication, ‘‘Radiography and 
Clinical Photography.”’ 
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The Dr. Eugene Guttman 


Self-Retaining Specula 


with these great advantages 


Absolutely fixable within the vagina, by utilizing 
the descending pubic rami as firm supports,— 
:mot by stretching of the mucosa but by anchor- 
‘ing the instrument behind bone. 

This new self-retaining speculum makes inter- 
“ventions on the cervix possible without any 
“assistance. 

“SPECIAL SHORT MODEL, which reaches 
just behind the pubic bones so that the cervix 
does not automatically place itself in position, 
“but must first be sought and hooked. This gives 
the great advantage of drawing down the uterus 
according to the individually different anatomic 
‘possibilities. The upper shank can be sunk in 
a depression of the lower shank. With a single 
maneuvre it can be fixed in the desired position 
and collapses just as easily by the turning of a 
screw. 


Dr. Eugene Guttman Vaginal Specula 


Examining Speculum, made in four 
sizes, large, medium, small and 
extra small $18.00 each 

Chrome Plated 


Operating Speculum, made in one 


size only $20.00 each 
Chrome Plated 
McKesson-D oster-Northington 


CORPORA 
& Hospital Department 


BIRMINGHAM, ALA. 


1706-12 First Avenue 
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DEATHS 


Dr. Frank Joseph Powers, Baltimore, aged 59, died April 29 
of brain tumor. 


Dr. Irvin Ebaugh, Baltimore, aged 70, died April 15. 


MISSISSIPPI 

Tate County Medical Society has elected the aontes officers 
for 1932: Dr. M. M. Powell, Coldwater, President; Dr. L. L. 
Wilborn, Senatobia, Vice-President; and Dr. J. S. Eason, Cold- 
water, Secretary. 

Dr. J. M. Smith, Magnolia, and Dr. W. C. Hart, McComb, 
have returned from Tulane, where they took a four months’ course 
in postgraduate work. 

Dr. J. B. Bailey, formerly of Byhalia, has moved to Texas 
and will assume his brother’s practice. 

Dr. D. R. Moore, Byhalia, has returned from New Orleans, 
where he has been doing postgraduate work. 


DEATHS 


Dr. Robert Rowland, Jackson, aged 48, died recently at the 
Mississippi Tuberculosis Sanatorium. 


MISSOURI 


The Kansas City Society of Ophthalmology and Otolaryngology 
has elected the following officers for 1932: Dr. Alfred N. Le- 
moine, Kansas City, President; Dr. Paul Lux, Kansas City, First 
Vice-President; Dr. W. C. Proud, St. Joseph, Second Vice-Presi- 
dent; Dr. Harold B. Hedrick, Kansas City, Secretary; and Dr. 
W. Byron Black, Kansas City, Treasurer. 

The Kansas City Urological Society has elected the following 
officers for the coming year: r. G. B. Arnold, President; Dr. 
F. G. Dillon, Vice-President; and Dr. I. S. Brown, Secretary- 
Treasurer; all of Kansas City. 

Dr. Evarts A. Graham, St. Louis, has been appointed Editor 
of the Journal of Thoracic Surgery at a recent meeting of the 
American Association for Thoracic Surgery. Dr. Duff S. Allen, 
St. Louis, was reelected Secretary of the Association. 

Dr. Charles E. Hyndman, St. Louis, has been appointed by 
the Governor a member of the Missouri State Board of Nurse 
Examiners. Dr. Hyndman fills the unexpired term of the late 
Dr. Louis J. Wolfort, St. Louis. 

The State Medical Association held its seventy-fifth annual 
meeting in May. 

James K. Jester is the newly appointed Superintendent of 
Freeman Hospital, Joplin. 

Dr. Winterton C. Curtis, Columbia, Professor of Zoology at 
the University of Missouri, will spend a year in Tokyo, Japan, 
as Visiting Professor at Keio Gijiku University, and will main- 
tain an office in the Keio School of Medicine in a building be- 
ing built by the Rockefeller Foundation. 

Dr. Walter S. Hull, Faucett, has been reappointed Health 
Officer of Buchanan County. 

Dr. Augustus G. Pohlman, St. Louis, Research Professor of 
Anatomy, St. Louis University School of Medicine, has accepted 
the appointment of Dean of the School of Medicine of the 
University of South Dakota. 

Dr. W. H. Allen, Rich Hill, an honor member of the Bates 
County Medical Society, recently was guest of honor at a gath- 
ering of friends to celebrate his eighty-second birthday. Dr. 
Allen has practiced medicine in Rich Hill for fifty-seven years. 

Addie Park, formerly Superintendent of Nurses at Burge Hos- 
_ Springfield, has been made Superintendent of the Hospi- 
tal. 


DEATHS 


Dr. Fred Arthur Cozad, Powersville, aged 57, died March 20 

of disease. 
John William Hopkins, Maryville, aged 28, died April 8 

in hospital. 

Dr. Carol Skinner Cole, St. 
21 in an airplane accident. 

Dr. Burr Hamilton Emerson, Stockton, aged 56, died April 10 
of injuries received from a fall. 

Dr. Marc Ray Hughes, St. Louis, aged 54, died April 5 of 
pneumonia. 

Dr. Charles Keown, Independence, aged 52, died April 21 of 
septicemia. 

Dr. Herman T, Schneider, Conway, aged 87, died February 28. 

Dr. William J. Burleigh, St. Louis, aged 76, died April 25 of 
cerebral hemorrhage. 

Dr. Charles William Chastain, 
April 19. 


Louis, aged 43, was killed March 


Plattsburg, aged 75, died 


Continued on page 32 
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USE 
ARLCO POLLEN EXTRACTS 


IN 


HAY FEVER 


AVAILABLE FOR 
TREATMENT AND DIAGNOSIS 


Our standardized treatment sets contain sufficient Pollen Extract 
for both nreseasonal and coseasonal therapy for the 
average case. No dilution necessary. 


PRICE OF TREATMENT SET COMPLETE 


$10.00 


‘We wish to extend to all physicians the courtesies of our Biological Depart- 
ment regarding their local Hay Fever problems. Correspon- 
dence welcomed and given individual attention. 


THE ARLINGTON CHEMICAL CO. 


YONKERS, NEW YORK 


THE ARLINGTON CHEMICAL CO., Yonkers, New York. 
Please send literature covering this locality. 


Council on Pharmacy 
and Chemistry 
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Here’s an 
Effective Way 


to Supply “‘lron”’ 


MAIL COUPON TODAY 


THE BATTLE CREEK FOOD COMPANY 
Dept. SMJ-7-32, Battle Creek, Michigan 


Send me, without obligation, literature and trial 
bottle of Food Ferrin. 


HYSICIANS know from bitter ex- 

perience how little reliance can be 

placed on the average iron tonics and 
pills. 


They also know that children and 
adults do not relish a steady diet of those 
bulky vegetables and greens which are 
admittedly the most wholesome source 
of blood iron. 


Fortunately there is an easier—a more 
scientific and effective way of supply- 
ing iron in assimilable form— 


FOOD FERRIN 


Food Ferrin contains an abundance of 
soluble iron associated with copper and 
the chlorophyll of plants in such con- 
centrated form that a tablespoonful — 
the usual dose — supplies as much iron 
as a pound of spinach. 

You can confirm the value of Food 
Ferrin. We will gladly supply clinical 
sample for a test. 
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NORTH CAROLINA 

Dr. Wilburt C. Davison, Durham, Dean of the Duke Univer- 
sity School of Medicine, was presented the honorary degree of 
Doctor of Science at the commencement exercises of Wake Foresf 
College. 

The first graduating class of the Duke University School of 
Medicine, composed of eighteen members, received their degrees 
of Doctor of Medicine. 

Dr. William D. Riley, of the U. S. Public Health Service, 
held a clinic on Public Health Control of Syphilis recently at 
the Duke Hospital. 

Dr. Russell Osborne Lyday and Miss Carolyn Bush, both of 
Greensboro, were married recently. 


DEATHS 


Dr. Chase P. Ambler, Asheville, aged 66, died June 5 of 
cancer of the digestive system. 

Dr. J. L. Sowers, Lexington, aged 38, died May 1 in an 
automobile accident. 

Dr. Frank Flowe, Kannapolis, aged 43, died May 1 in a 
Philadelphia hospital. 

Dr. J. M. Templeton, Cary, aged 77, died May 1 after a 
brief illness. 

Dr. Lee Preston Somers, New Castle, aged 67, died April 16. 

Dr. William Volney McCanless, Danbury, aged 79, died April 
24 of angina pectoris. 

Dr. Virgil Wilson Leggett, Hobgood, aged 42, died March 26 
of acute endocarditis. 


OKLAHOMA 

Dr. J. P. Torrey, Bartlesville, has succeeded Dr. J. V. Athey, 
resigned, as County Physician. 

The Rogers County Medical Society has elected the following 
officers for the coming year: Dr. C. W. Beson, Claremore, 
President; Dr. Ira B. Nelson, Claremore, Vice-President; and 
Dr. W. A. Howard, Chelsea, Secretary-Treasurer. 

Dr. W. C. Vernon, Okmulgee, has returned home after taking 
postgraduate work in Vienna for several months. 


DEATHS 


Dr. Charles B. Murphy, Mannsville, aged 63, died March 22 
of injuries received in an automobile accident. 

Dr. Jefferson D. Kiser, Bartlesville, aged 63, died April 14 
of heart disease. 

Dr. C. K. Tillison, Ramona, aged 62, died April 13 of cerebral 
hemorrhage. 

Dr. John B. Wear, Poteau, aged 76, died March 10 of 
cerebral hemorrhage. 

Dr. Mary E. Barnes Ray, Ponca City, aged 68, died April 12 
of heart disease. 

Dr. Allen Lowery, Blackwell, aged 71, died April 24 of cere- 
bral hemorrhage. 

Dr. J. Charles Schlicht, McAlester, aged 51, died April 2 of 
acute septic endocarditis. 


SOUTH CAROLINA 

At the annual meeting of the South Carolina Medical Associa- 
tion Dr. James R. Young, Anderson, was installed as President 
for the coming year. Dr. Robert E. Abell, Chester, was elected 
President-Elect; and Dr. Edgar A. Hines, Seneca, reelected Sec- 
retary. 

A new society was recently organized, the South Carolina- 
Savannah Valley Medical Society, comprising the counties of Al- 
lendale, Hampton and Barnwell, and the following officers 
elected: Dr. G. W. I. Loadholt, Fairfax, President; and Dr. Her- 
bert A. Gross, Barnwell, Secretary. 

Dr. John B. Setzler, Columbia, Health Officer of Richland 
County, is the newly elected President of the South Carolina 
— Health Association, succeeding Dr. Hugh B. Senn, Beau- 
ort. 

Dr. George R. O’Daniel is the newly appointed Health Officer 
of Dorchester County. 

Dr. John Frampton Wyman, Aiken, and Miss Bonnie Anne 
Atkinson were married May 18. 

DeaTHS 

Dr. John Ernest Watson, Anderson, aged 54, died April 13 of 
heart disease. 

Dr. David S. Ramseur, Blacksburg, aged 80, died April 14 of 
cerebral hemorrhage. 

Dr. Loammi J. Smith, Ridge Spring, aged 53, died April 12 
of acute dilatation of the heart. 


Continued on page 34 
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Combat Summer Diarrhea 
with Powdered Protein Milk 


AMERICAN 
MEDICAL 


‘‘During the hot summer months when the diarrheas are severe and 
difficult to correct and infants are much more prostrated, protein 
milk is practically indispensable. In the author's hands, it has 
been more prompt in its action and saved more lives than any 
other one food.’’—Dennett: ‘Simplified Infant Feeding”’ 


R the treatment of summer diarrhea and other gastro- 
intestinal upsets common in hot weather, Merrell-Soule 
Powdered Protein Milk has been clinically proved to be of 
unusual value. The long and successful clinical history of 
this product is borne out by innumerable favorable references 
in pediatric literature. 

Merrell-Soule Powdered Protein Milk is a cultured pro- 
duct. It is always uniform. It has the highest acidity of 
any protein milk and has the correct hydrogen-ion concen- 
tration. It is one of the most digestible foods known for 
infant feeding. A trial will convince you of its efficacy. 


Klim Powdered Whole Milk and Merrell-Soule Powdered 
Whole Lactic Acid Milk are also available. 


Literature and Samples sent on Request 
THE BORDEN COMPANY 
Dept. SM 7, 350 Madison Avenue, New York, N. Y. 


MERRELL- SOULE 
“POWDERED 


PROTEIN MILK 
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Continued from page 32 
Be Leonard Kyle Philpot, Columbia, aged 78, died April 2 
b of angina pectoris. 

Gradwohl’s Dr. Leland Osgood Mauldin, Greenville, aged $3, died May 


6 of heart disease. 


Laboratory Technique 


TENNESSEE 
Dr. Ernest W. gave a lecture 
‘ at the Duke Hospital, Durham, Nort ‘arolina. 
Is the title of a new book just off Dr. Fowler Hollabaugh, Nashville, has opened offices in the 
the press. It has 462 pages and 144 Doctors Building for the practice of ophthalmology. 
Dr. Robert Pillow, Columbia, who has practiced medicine for 
illustrations. It ita the details of fifty-five years, recently celebrated his eightieth birthday. 
all laboratory procedures. Among A. Richard Bliss, Memphis, Chief of, the Division of 
: . armacology College o icine, University of Tennessee, 
the standard subjects are included the degree of Doctor of Laws conferred upon him by Howard 
chapters of Parasitology and Exotic College, Birmingham, at its ninetieth commencement in May. 
: 5 Dr. Waller S. Leathers, Nashville, was elected President of 
Pathology ” Electrocardiography, Pho the National Board of Medical Examiners at their recent annual 
tomicrography. The chapter on meeting in Washington. 
: : : Dr. Emmett R. Hall, Memphis, recently conducted a dermato- 
Hematology gives the high lights of logical clinic upon the invitation of the Jefferson County Medi- 
the Schilling technique. cal Society, Birmingham, and addressed members of the Society 
on a dermatological subject. 
° : Dr. Horton Casparis, Nashville, was invited by the Jefferson 
Price is $8.00, plus postage County Medical Society, Birmingham, to conduct a_ pediatric 


clinic recently and to address the members of the Society. 
Dr. C. Sidney Burwell, Nashville, recently conducted a clinic 


PUBLISHED BY dh — and spoke before the Jefferson County 
Dr. E B. Elder, K ille, and Miss Fi Willia 
G r a d Ww oO h S Cc h Oo ol “a 
DEATHS 
OF LABORATORY TECHNIQUE 


Dr. Earl Chalmers Ford, Knoxville, aged 42, died April 12 of 

3514 Lucas Avenue St. Louis, Missouri Dr. Searle Bewley Gillespie, Johnson City, aged 47, died 


suddenly April 7 of acute dilatation of the hear 


Continued on page 36 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and in- 
tegrity of the manufacturer is the physician’s only guarantee of reliability of those organothera- 
peutic products for which there is no chemical or biological assay. Every manufacturing process of all 
our products is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 
CORPUS LUTEUM EPINEPHRIN AMPULES 
CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 


PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Organotherapeutic 
Products 


2-24 Mt. Pleasant Avenue, Newark, New Jersey 


Manufacturers 
of 
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Place rubber bulb on small end of 
tube-point and break the tip inside 
the bulb. 


Break the tube-point at the file mark 
without contamination of the tip. 


Expel the virus from the tube directly 
on the previously cleansed area of 
the skin. 


Transfer tube-point to right hand. 
Holding point parallel to the skin 
surface, apply pressure through the 
virus, with an up and down motion, 
repeated 20 to 30 times. 
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VACCINATE 
AGAINST SMALLPOX 
THIS IMPROVED WAY 


Busy physicians appreciate the time-saving Mulford 
Tube-Point. Four simple operations. 


PEED and greater safe- 

ty are brought to small- 
pox vaccination through the 
Mulford Improved Capillary 
Tube-Point—a sterile, sealed 
vaccine container and in- 
oculating instrument all in 
one. 

This unique time-saving 
container is ready for im- 
mediate use with any of the 
approved technics—multi- 
ple-pressure, puncture, or 
scratch. 

And, of course, it contains 
Smallpox Vaccine Mulford 
—another reason for its use. 
Here is a vaccine which de- 


MULFORD BIOLOGICAL LABORATORIES 


SHARP & DOHME 


livers a high percentage of 
“takes”...which is uniform 
and reliable... which always 
carries assurance of potency 
and purity, because exhaus- 
tive tests are carried out on 
each lot before release...and 
which is backed by over 30 
years’ continuous experience 
and research. It is a product 
you can rely on. 

e e e 
Smallpox Vaccine Mulford 
is available in the following 
packages: 

Capillary Improved Tube- 
Points—Single’s and Ten’s. 
Capillary Tubes—Ten’s. 


PHILADELPHIA 
BALTIMORE 
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In Incipient Pulmonary Tuberculosis, 
Chronic Bronchitis and allied affections 


of the respiratory tract, 


Ri GOMENOL 
CAPSULES 


Antispasmodic—Germicidal— 
Reconstructive 


The value of Gomenol Capsules in the 
treatment of diseases of the air passages 
is now definitely established! 


C. R. BARD, Inc. 


79 Madison Avenue New York 


Trademark ie M Trademark 
Registered Registered 


Binder and Abdominal Supporter 


Gives perfect up- 
lift and is worn 
with comfort. Made 
of Cotton, Linen or 
Silk, washable as 


underwear. 


Three distinct types 
of Storm Support- 
ers — many varia- 
tions of each type. 


This Photo Shows Type ‘“N” 


STORM Supporters are made for all conditions needing 
abdominal uplift. Prosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac, Articulations, Kidney Conditions, 
Post-Operative Support, etc. 


Each Belt Made to Order Ask for Literature 
KATHERINE L. STORM, M. D. 


Originator, Owner and Maker 
1701 Diamond St. Philadelphia 
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Dr. Partee Harris Mangrem, Columbia, aged 65, died April 12 
of angina pectoris. 

Dr. Ashley W. Ogle, Sevierville, aged 51, died March 31 of 
pneumonia. 

Dr. Benjamin Lee Jeter, Millington, aged 59, died Apri] 23 
of cerebral hemorrhage. 

Dr. M. H. P. Panhorst, Jonesboro, aged 84, died April 23. 


TEXAS 

Dr. John H. Foster, Houston, was installed as President of the 
Texas State Medical Association for the coming year, and other 
officers elected by the Association at its recent annual meeting 
are: Dr. A. A. Ross, Lockhart, President-Elect; Dr. Andrew D. 
Nelson, San Saba, Dr. Herschel F. Connally, Waco, and Dr. 
Robert Y. Lacy, Pittsburg, Vice-Presidents; Dr. Holman Taylor, 
Fort Worth, Secretary; and Dr. Khleber H. Beall, Fort Worth, 
Treasurer. 

The Texas Neurological Society, meeting conjointly with the 
State Medical Association, has elected the following officers for 
1932: Dr. John A. McIntosh, San Antonio, President; and Dr. 
Wilmer L. Allison, Fort Worth, Secretary. 

The Texas Radiological Society, meeting conjointly with the 
State Medical Association, has elected Dr. Clark A. Wilcox, 
Wichita Falls, President-Elect, and Dr. Eugene V. Powell, Tem- 
ple, Secretary. 

The Texas Railway Surgeons’ Association, meeting conjointly 
with the State Association, has elected Dr. Irwin E. Colgin, 
Waco, President, and Dr. Ross B. Trigg, Fort Worth, Secre- 
tary. 

Dr. Edward H. Cary, Dallas, recently addressed the Knoxville, 
Tennessee, Rotary Club. 

DEATHS 


Dr. William Porter Fears, Lufkin, aged 88, died March 18. 

Dr. George David Parker, Houston, aged 69, died March 26 
of myocarditis. 

Dr. William E. Connor, Cumby, aged 59, died April 7 of 
heart disease. 

Dr. James Claude Fortenberry, Zavalla, aged 53, died April 6. 

Dr. Radford Ola Braswell, Fort Worth, aged 58, died May 5 
in a St. Josephs hospital. 

Dr. Claude L. Shafer, Alvin, aged 60, died April 19 of heart 
disease. 

Dr. William Comstock Fisher, Sr., Dickinson, aged 72, died 
February 5 of angina pectoris. 

Dr. I. Meador, Omaha, aged 63, died in January of influenza. 


VIRGINIA 

The Medical Society of Northern Virginia, composed of physi- 
cians of Clarke, Frederick, Page, Shenandoah, Warren and Rap- 
pahannock, met in Strasburg in April. Officers for the current 
year are: Dr. C. H. Iden, Berryville, President; Dr. G. G. 
Crawford, Strasburg, Vice-President; and Dr. J. E. Harris, Win- 
chester, Secretary-Treasurer. 

The Mid-Tidewater Medical Society held its quarterly meeting 
at Saluda in April. 

The Southside Virginia Medical Association met in Petersburg 
in March for its quarterly meeting. Officers for the current 
year are: Dr. Ruth Mason, Petersburg, President; and Dr. R. L 
Raiford, Franklin, Secretary. 


Continued on page 38 


Classified Advertisements 


ASSISTANCE OFFERED TO MEDICAL WRITERS. Research. 
Abstracts. Translations (all languages). Papers prepared from 
author’s data. Ten years’ experience with leading physicians and 
appointments on medical journals of highest standing. I employ 
no assistants; all my work is done personally and is reliable. 
Florence Annan Carpenter, 413 St. James Place, Chicago, Ill. 


DRUG AND ALCOHOL PATIENTS are humanely and suc- 
cessfully treated in Glenwood Park Sanitarium, Greensboro, N. C.; 
reprints of articles mailed upon request. Address W. C. Ash- 
worth, M.D., Owner, Greensboro, N. C 
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Hot weather... causes diar- 
thea, vomiting, dehydration and 
lowered resistance. This is the 
time to be sure about the baby’s 
nourishment. Dryco lends itself 


to the requirements of the season. 


(Diarrheal diseases in infancy and childhood are the cause of more 
deaths in early life than all of the infectious diseases combined.) 


Dryco is the choice of thousands of physicians in difficult diar- 
rheal cases. It is unsurpassed as a transitional food, since it can 
be prepared to suit all degrees of solutions and concentrations 
demanded by the weakened digestion of the sick baby. The baby 
can be fed under reduced volume and with a highly digestible food 
without overburdening the stomach or overhydrating the system. 


With the increased vitamin D content of Dryco, babies are 
protected against the dangers of rickets and avitaminosis. 


PRESCRIBE 


Made from superior quality milk from which part of the butterfat has been 
removed, irradiated by the ultraviolet ray, under license by the Wisconsin 
Alumni Research Foundation, (U. S. Patent No. 1,680,818) and then dried by the 
‘*Just” Roller Process. 


COUPON 

Please send special reprints: Diarrhea—Summer Com- 
plaint; Acute and Habitual Vomiting in Infants; Irra- 
diated Milk in the Treatment of Rickets: The Dry Milk 
Co., Inc., Dept. SM, 205 East 42nd St., New York, N. Y. 


ALL DRYCO IN THE HANDS OF DRUGGISTS IS IRRADIATED 
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NITROUS OXID 
OXYGEN 

ETHYLENE 

CARBON DIOXID 
CARBON DIOXID AND 
OXYGEN MIXTURES 


TIME TELLS! 

In the last twenty years in America every so often 
some new form of anesthetic has been put on the mar- 
ket, sometimes with most startling claims. Most of 
them vanish as rapidly as they come, because they cannot 
stand the test of time. 

It_was just about twenty years ago that NITROUS 
OXID AND OXYGEN first came into real use as a 
major anesthetic. Today, supplemented by ETHY- 
LENE and CARBON DIOXID gases, they are more 
er consumed than ever before, and the consump- 

THE USE OF THESE 
PRODUCTS HAS STOOD THE TEST OF TIME, 

Back of the Puritan Maid Label on each and every 
cylinder the products of the Puritan Com- 
pressed Gas = gaa is the reputation of eighteen 
years in the fiel For safety reasons we differentiate 
our gases with distinctive colors over the entire cylinder, 
as recommended ss the resolution of the International 


Ever read the peg “Compiled from sources we 
believe to be correct but which we do not guarantee”?— 
We ABSOLUTELY guarantee our products! 

Write for a 4 copy of our latest Booklet, ‘The 
Real Story of own for the Medical Profession’. 

catalogues of Latest Oxygen Tents. 


Puritan Compressed Gas Corp 


Sales Offices in Most Principal Cities 
General Offices, Kansas City, Mo. 


The “MESCO” Laboratories 
manufacture the largest line of 
Ointments in the world. Sixty 
different kinds. We are origi- 
nators of the Professional Pack- 
age. Specify “MESCO” when 
prescribing ointments. Send 
for lists. 


MANHATTAN EYE 
SALVE COMPANY 


Louisville, Kentucky 


July 1932 
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The Tri-State Hospital Association of Virginia, North Carolina 
and South Carolina met in Richmond in May. At the business 
sessions, held separately by each state, South Carolina reelected 
its same officers for the coming year. North — members 
elected Dr. Richard Boyd Davis, Gr ; and re- 
elected Mr. E. G. Farmer, Wilson, Seenehensiuentan. Virginia 
—— elected Dr. John Bell Williams, Richmond, President; 

. J. L. McElroy, Richmond, Vice-President; and reelected Mr. 
i Haskins Coleman, Jr., Richmond, Secretary- ‘Treasurer. 

Dr. Hunter H. McGuire, Winchester, was recently elected Presi- 

-_ of the Board of Directors of Winchester — Hospital. 
J. E. Harris, Winchester, was reelected Secretary. 

. Frank P. Coleman, formerly. of West Virginia, has located 
at Stuarts Draft. 

The Raven Society, a historic local society of the University 
of Virginia, has elected to membership Dr. J. Shelton Horsley, 
Richmond, Dr. James Morrison, Lynchburg, and Dr. Kenneth 
F. Maxcy, University. 

Dr. Joseph A. White, Richmond, recently addressed the senior 
and junior students and faculty of the Medical College of 
Virginia on the occasion of his eighty-fourth birthday. Dr. 
White is Professor Emeritus of Ophthalmology and Otolaryngology 
of the College. 

Dr. Snowden C. Hall has located in Richmond and is associ- 
ated with Dr. William H. Higgins in the Medical Arts Building. 

The Medical Society of Maryland, Virginia and the District of 
Columbia held its semi-annual meeting in Norbeck, Maryland, 
in May and elected the following officers for 1932: Dr. Guy 
W. Leadbetter, Washington, D. C., President; Dr. Samuel A. 
Nichols, Clarksville, Maryland, and Dr. W. Allen Griffith, Ber- 
wyn, Maryland, Vice-Presidents; Dr. Robert E. Moran, Washing- 
ton, D. C., Recording Secretary; Dr. Joseph D. Rogers, Wash- 
ington, D. C., Corresponding Secretary; and Dr. Robert Scott 
Lamb, Washington, D. C., Treasurer. 

The Clinch Valley Medical Society met in Appalachia for its 
spring session with the following as officers for the current year: 
Dr. Frank Pyott, Tip Top, President; Dr. G. B. Setzler, Pen- 
nington Gap, and Dr. W. V. Quillen, Nickelsville, Vice-Presi- 
dents; and Dr. C. B. Bowyer, Stonega, Secretary-Treasurer. 

The Medical Staff of the University of Virginia Hospital held 
its ninth postgraduate clinic in April with sixty-nine physicians 
in attendance. 

Dr. Frank L. Apperly, Rhodes scholar, and until recently a 
member of the Department of Pathology of the University of 
Melbourne, has accepted the professorship of pathology at the 
Medical College of Virginia, Richmond. 

Dr. Emily Gardner, formerly with the Bureau of Child Health 
of the Virginia State Department of Health, has opened offices 
in Richmond for the practice of pediatrics. 

Dr. J. E. Nance has moved from Franklin to the New Jersey 
State Hospital at Trenton. 

The Roanoke Academy of Medicine held its third hospital 
meeting at the Roanoke Hospital in April. 

Dr. R. W. Vaughan, Richmond, has been reelected President 
of 7 General Alumni Association of the University of Rich- 
mon 

Dr. Benjamin L. Hume has moved from Nokesville to Orange. 

Dr. George Russell Maloney and Miss Emilie Littlepage Sim- 
mons, both of Richmond, were married May 16 


DEATHS 
Dr. Thomas Marshall Jones, Alexandria, aged 83, died May 
11 in a Washington hospital. 


Dr. Etta May Hadley Judd, Lynchburg, aged 62, died March 
30 as the result of injuries received in an automobile accident. 


WEST VIRGINIA 

The West Virginia State Medical Association met in Parkers- 
burg in June for its annual session. 

Ohio County Medical Society has elected the following officers 
for the coming year: Dr. Robert J. Reed, Jr., President; Dr. 
H. C. Harper, Vice-President; Dr. Russell C. Bond, Secretary; 
and Dr. William J. Morginson, Treasurer; al! of Wheeling. 

Central Tri-State Medical Society met in Charleston in May. 
aon West Virginia Medical Society met in Richwood in 

pril 

Dr. Roscoe Rostin White, Logan, and Miss Jean Oplinger were 
married in May. 


DEATHS 


Dr. Benjamin Franklin Shuttleworth, Clarksburg, aged 54, died 
suddenly March 31 of heart disease. 

Dr. Zolley B. Ferrell, Parkersburg, aged 48, died April 9 fol- 
lowing an abdominal operation. 


| 
= 
7 


The physicians of this country evidence 
an almost unanimous preference for 
Dextri-Maltose when modifying Protein 


Milk, as well as cow’s milk formulae 


Whereas 


The cases requiring Protein Milk are 
difficult to feed, representing sick 
babies with severe nutritional upsets. 


Therefore, 


Be it resolved 
That, in the feeding of healthy babies, 


as a modifier of cow’s milk, the physi- 
cian’s carbohydrate of choice is 


Dextri-MQaltose 


“DEXTRI-MALTOSE WITH VITAMIN B” IS NOW ALSO AVAILABLE TO PHYSICIANS WHO ARE INTERESTED IN ITS APPETITE-AND-GROWTH-STIMULATING 
PROPERTIES. PLEASE WRITE FOR SAMPLES TO MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S,A.,SPECIALISTS IN INFANT DIET MATERIALS, 
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One of a series of advertisements in The Saturday 
Evening Post, the Literary Digest, and other national 
magazines, forth some of the accomplish- 
ment,and peevention of disease. Parke, Davis & Co. 


What your 
Doctor hears 


HAVE YOU ever watched your physician use his stethoscope ? 


What a simple operation it seems. But what an amazingly complicated and vital operation 
it really is/ He is listening to the life-sounds of your body. 


Your own ears might detect some of these sounds, but only a doctor’s ears, made super-sensi- 
tive by years of training and experience, can hear them all and accurately interpret their meaning, 


For years your doctor has studied the action and texture of internal organs and tissues. He is 
so expert in the science of chest-acoustics that he can detect inflammation or any other unusual 
condition in the bronchial tubes by the delicate shades of musical pitch caused by the passage 
of the air from the throat to the lungs. He can hear the sounds of moisture in the air-sacs 
which say, “pneumonia”; the roughness of an inflamed pleura which suggests pleurisy; the 
defective closing of valves symptomatic of heart disease. 


And when he takes your temperature or blood-pressure, when he examines your nose and 
throat and ears, when his skilful, gentle fingers search for a tender spot in your abdomen 
—when he does all these things, he is employing scientific methods whose usefulness in 
revealing yout body’s secrets has been developed by decades of study and experience. But only 
the trained eye and ear and hand of your physician can use them scientifically. 


Your doctor is trained to recognize and cure disease. Make use of his experience and ability. 
Far too many people suffer needlessly as the result of well-intentioned but unscientific advice 
of friends and neighbors. When you feel ill, get professional advice—call your doctor without 
undue delay. 


PARKE, DAVIS ¢ COMPANY 
The World’s Largest Makers of Pharmaceutical and Biological Products 
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